Table 5. Armstrong et al. (2011) Data Population Table 


A mental health training program for community health workers in India: Impact on knowledge and attitudes 

1 Psychological presentation(challenge, person): Mental Health Disorder 

1 Year: 2011 i 

Description of aim: To provide and evaluate four day mental health training for mental health literacy of community mental health workers. 

Treatment 

Length of training: 4 day course 

Who was trained(requirements): Community Health Workers (CHWs) working in primary care were trained in mental health literacy. This included junior health assistants, village rehabilitation workers and accredited 

social health activist (ASHA) workers. 

Workers already carrying out interventions on communicable and non-communicable diseases, maternal and child health, community awareness. 

Skills, techniques, interventions: Mental Health Literacy (MHL) - "knowledge and beliefs about mental disorders which aid their recognition, management and prevention" integrated into primary health care. 

Increase recognition of mental disorders 

Enhance appropriate referral and response 

Support people with mental disorders and their families 

Improve mental health promotion in communities 

Introduction to mental health - not meant to be comprehensive 

Training program content included an introduction to mental health (factors affecting mental health, symptoms of mental disorders, severe and common mental disorders), mental health first aid (how to respond to 

people in mental distress, unexplained physical complaints, excess worry and panic, unusual sadness or suicidal thoughts, persistent tiredness, sleeping problems, psychotic symptoms), practice based skills (introduction 

to counseling, problem solving, home visits, supporting the family, referrals, understanding drug treatments) and mental health promotion (introduction, stigma and discrimination, poverty and mental health, gender and 

mental health). 

Context 

Mechanism 

Outcome 

- Doddaballapur, Bangalore Rural District, Karnataka, India, 2010. 

- Unmet needs for mental health services. Particularly in rural areas. Peo- 
ple often present to primary health care facilities where staff do not have 

skills for diagnosis and treatment. 

- 6% population have schizophrenia. 100,000 suicides annually. 

- Poor understanding of mental disorders. 

- Care often provided by the family. 

- People and families often turn to traditional healers. 

- Knowledge and understanding of mental disorders poor in rural India. 

- 70 CHWs given training in mental health literacy aims to equip CHW to 

recognise mental disorders and to reduce faith in potential unhelpful and 

harmful pharmacological interventions. 

- Mixed results - did not reach desired outcomes 

- Some increase in recognition psychosis and depression - however at follow- 
up 3 months less than half could do this. 

- Stigma remained high. 

- Some reduction in recommendation of unhelpful pharmacological sub- 
stances. 

- Stigma related to mental disorders in India. Low levels of knowledge and 

understanding of mental health. 

- Short Training was not enough to shift majority of mindsets in this com- 
munity 

- Attitudes to mental disorders largely unchanged in CHWs 

- Unmet needs for mental health services. 

- People often presenting to primary health care services where staff do not 

have knowledge and skills. 

Short training course to primary health care CHWs led to some changes 

in knowledge and recognition of mental health challenges 

- Increased ability to recognize depression and psychosis at end of train- 
ing. However, at 3 month follow-up this had reduced to less than half of 

respondents. 

- Low levels of knowledge. 

- People often using local remedy knowledge to give advice to people pre- 
senting to services 

- Some change in views of pharmacological interventions from short train- 
ings. 

- Some decrease in recommendation of unhelpful pharmacological invention 

(tonics, vitamins, etc). 

- Lack of belief in a lot of CHWs of the possibility for improvement in those 

experiencing mental health challenges. 

- CHWs would not promote recovery or positive viewpoints. 

- Individuals experiencing mental health challenges not referred to appro- 
priate service. 

- Individuals experiencing mental health challenges given negative advice. 

- Training did not include evidence of effectiveness of interventions. 

CHWs did not believe intervention works or people could recover from a 

number of mental health conditions. 

- CHWs less likely to promote services 

Maintenance of skills: none listed 




Findings: 

- Mixed results - did not reach desired outcomes 

- Some increase in recognition psychosis and depression for CHWs. However, at 3 month follow-up less than half could do this. 

- Stigma remained high. 

- Some reduction in recommendation of unhelpful pharmacological substances. 

Desirability Not desirable 




Table 6. Badar Sabir et al. (2003) Data Population Table 


The effectiveness of counselling on anxiety and depression by minimally trained counsellors: A randomized controlled trial 

1 Psychological presentation(challenge, person): Anxiety and Depression 

1 Year: 2003 1 

Description of aim: To assess effectiveness of eight weekly counseling sessions provided by lady community counselors. 

-M 

g 

Length of training: 11 training sessions held over four weeks, each 

session lasting three hours 
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Who was trained(requirements) : Women were informed of training program by word of mouth and by distributed leaflets. 

Women selected based on communication skills, motivation, attitude, ability to read and write Urdu and freedom to move in the community. 

u 

H 

Skills, techniques, interventions: The training encompassed basic information regarding anxiety /depression, stress/anger management, and communication/counselling skills. 

Communication covered active listening, probing and feedback whereas counseling dealt with supportive, problem-solving and cognitive-behavioral techniques. 

The model used was participatory and facilitating. 

Context 

Mechanism 

Outcome 

- Karashi, Pakistan 

- Lower-middle income country 

- Population of 14 millions of which 40% live in overcrowded squatter set- 
tlements with poor sanitary conditions, unemployment, inferior social ser- 
vices. Women reported to be in greater jeopardy due to gender, illiteracy 

domestic violence and loss of extended family. 

- Supportive, cognitive and problem-solving counseling provided at clients’ 

residence. 

- Validated indigenous language scale used. 

- The intervention group had statistically greater reduction in the mean 

scores than the control group. (p=.000) 

- Counseling was more effective in the Urdu-speaking women, residing in the 

area for 5-10 years belonging to the age group of <25, having secondary 

and high education. 

- Effectiveness was also higher for households with a monthly income of 

more than $52.5, where the women themselves were not producing income. 

- Anxiety and depression are responsible for over 90% of mental disorders 

found in the community and comorbidity is common. Double prevalence 

in women when compared to general population 

- It is culturally inappropriate for a woman to work, and only allowed in 

dire circumstances. 

- Individual counselling with lay, minimally trained practitioner 

- Increasing age, lack of education, poverty and immigration were identified 

as barriers to improvement. 

- Inaccessible psychiatrists (1:50,000 ratio) 

- Stigma against seeing a psychiatrist; patients with mental disorders typ- 
ically taken to faith healers or exorcists. 

- Informal social support more socially acceptable and economically afford- 
able. 

- Counsellors from same community are more easily accessible, have fre- 
quent contacts and greater opportunities to initiate and provide continu- 
ity of care. 

- Attendance not compared to typical attendance however higher numbers 

of individuals reached through this intervention. 

Maintenance of skills: None listed. 

Findings: 

- Statistically significant reduction in anxiety and/or depression scores was found in experimental as well as control group (P=0.000). 

- Intervention group had a 10 point reduction on the validated indigenous language scale "The Aga Khan University Anxiety and Depression Scale (AKUADS)" and the control group a 5-point reduction. 

- The intervention group moved from above to below clinical cut-off when the control group did not. 

- The intervention group had a statistically greater reduction in the mean scores than the control group. 

Desirability Desirable 





Table 7. Baker- Henningham et al. (2005) Data Population Table 


The effects of early stimulation on maternal depression: A cluster randomized controlled trial 

1 Psychological presentation(challenge, person): Maternal Depression 

1 Year: 2005 1 

Description of aim: To determine the effect of stimulation with undernourished children and their mothers on depression. 

Treatment 

Length of training: 4 weeks pre-service training on health and nutrition 

+ 2 weeks training on child development, parenting issues, and how to conduct an intervention 

= 6 weeks total 

Who was trained(requirements) : Community Health Aids employed in government health centers 

Skills, techniques, interventions: Home visits engaging child in play, homemade toys, books and materials in the home were used. 

Context 

Mechanism 

Outcome 

- Kingston, St Andrew, St Catherine - Jamaica 

- Undernourished children 9-30 months and their mothers with depression 

- Maternal depression a risk factor for child development, social and emo- 
tional problems. 

- Boys reported more vulnerable than girls. 

- Previous studies on pyscho-social stimulation on maternal depression had 

mixed findings. Studies were mainly in High Income Countries. 

- Intervention was aimed at the development of children in Jamaica however 

they found high rates of maternal depression in children who were under- 
nourished and hypothesized this intervention may also assist in maternal 

depression. 

- Resource: Weekly home visits by community health aids for one year. 

Mothers shown play activities to do with their child using home made 

material, and parenting issues were discussed. Primary aim of increasing 

child development with secondary aim for impact on depressive symptoms. 

- Response: Feelings of success and competence of child and mother 

- Improving mothers knowledge and practices of child rearing. 

- Those who received 25 plus visits benefited showing significant reduction 

in frequency of depressive symptoms. 

- Increasing mothers self esteem. 

- Mothers from low socio-economic background. 

Children undernourished. 

- Use of home made toys or things readily available in the home for the 

intervention. 

- The low cost allowed mothers to partake in the activity. 

- Possible increased uptake. 

- Parenting issues: importance of praise, attention, responsiveness, appro- 
priate discipline strategies, child nutrition, how to promote a child’s play 

and learning were discussed. 

- Involvement of other caregivers when present. 



- Reported friendly approach and empathy shown to mothers concerns. 

- Improvement shown in those receiving minimum fortnightly visits. 

- Relationship of trust developed between community worker and mother. 

- Regular visits by someone who is supportive, listens to concerns, provides 

praise and encouragement. 

- Increased self-esteem and reduced depressive symptoms. 

Maintenance of skills: Supervisor visited once a month to observe a session and visited health center fortnightly to discuss program. 

Findings: 

- Those who received 25 plus visits benefited showing significant reduction in frequency of depressive symptoms as well as increase in mothers’ self esteem. 

- Increased play and interaction 

- Decreased diarrhea and increased development in children. 

Desirability: Desirable 




Table 8. Balaji et al. (2012) Data Population Table 


The development of a lay health worker delivered collaborative community based intervention for people with Schizophrenia in India 

1 Psychological presentation(challenge, person): Schizophrenia 

1 Year: 2012 1 

Description of aim: Reviewed evidence of burden of Schizophrenia and community based treatments. Also evaluated acceptability and feasibility through case studies. 

Treatment 

Length of training: Training for 40-50 days by psychiatrists, psychologists, social workers and some other allied health professionals e.g. dietitians. 

Who was trained(requirements) : Community Lay Health Workers (CLHW) 

Community based 

Minimum 10 years schooling or graduate training other than mental health. 

No prior training mental health. 

Those with commitment to helping those with schizophrenia. 

Assessed for verbal ability, commitment to work, willingness to work flexible hours. 

Skills, techniques, interventions: Community Based Intervention (CBI) or Collaborative Community Based Care (CCBC) 

Similar to Chatterjee intervention in India 2003 (Data extracted also). 

Training covered: schizophrenia, principles and methods of providing care for people with schizophrenia, principles of the intervention, overall structure of the programs, specific intervention components. 

Core components: 

Psycho-education - providing information on illness. Subsequently further expanded to address myths about the illness. 

Adherence management - increasing regular and correct use of medication through adherence strategies and side effect management. 

Rehabilitation - improving functional abilities by providing social, vocations and other skills-training, and scheduling of daily activities. 

Referral to community agencies - enhancing community support by improving knowledge of and access to disability benefits, employment agencies, and social welfare organizations. 

Health promotion - improving health with better self-care, appropriate diet and lifestyle, and stress and anger management. 

Added elements to deal with stigma and discrimination: 

Discussing ways to deal with negative reactions from others. 

Community Lay Health Worker (CLHW) taught to become positive role models in interactions with families. 

Discussions on positive and negative outcomes of disclosure of illness with community - conducting role plays to practice disclosure. 

Self-help groups added: individuals and their caregivers for peer support - address feelings of isolation and low self esteem - exchange information. 

Involvement of family: involvement in planning the treatment, education about illness, providing with information and treatment and relapse recognition and prevention, helping them cope with difficulties and symptoms, 

involving them in adherence management. 

Treatment manual developed. 




Context 

Mechanism 

Outcome 

(i) Goa - state in Western India, population 1 million. 50% living in 

urban. Main revenue tourism and agriculture. Literacy over 80%. 

(ii) Satara district, western Maharashtra with population 3 million, 18% 

urban areas. Literacy rate over 80%. Major employment sources agricul- 
ture, sugar industry and textiles. 

(iii) Three rural blocks - Kanchipuram district, North-Eastern Tamil Nadu 

Combined population 700,000. Average literacy 70%. Agriculture main 

employment. Literacy rate 70%. 

- Treatment provided by psychiatrists in health care facilities with limited 

to no other professionals involved. 

- People with schizophrenia traveling long distances with long wait times 

to see the doctor. 

Consultations 15-45 minutes and patients provided with anti-psychotic 

and other psychotropic medicines. First-time visitors were reviewed once 

or twice a month for symptom monitoring. Once patient is part of service 

reviewed as needed e.g. once every month to 3 months. 

- Some interventions included psychoeducation, advice on adherence, ad- 
vice on diet, advice on lifestyle and health, and referral to available reha- 
bilitation services in vicinity - this depended on individual psychiatrist. 

- Limited focus on long-term social or occupational outcomes, little effort 

on managing stigma or discrimination. 

- Usual care addressed mainly symptoms of schizophrenia with less empha- 
sis on quality of life for persons and their caregivers. 

- Reported low information given by psychiatrists of information on illness. 

- Medication is expensive. 

- A lot of travel and time involved with seeking treatment facilities. 

- Reported Quality of Life (QOL) needs unmet 

- Ongoing side effects from medication. 

- Patients reporting to still be troubled by symptoms. 

- Improvement in daily functioning, reduced symptoms and improved self- 

care. 

- One out of three non-adherent with medication. 

- Stigma, discrimination, low self-esteem, social isolation, need for support. 

Community Based Intervention (CBI) provision of Self-help initiatives. 

- Peer-group support/self help groups. 

- Peer support addresses feeling of isolation, low self esteem and information 

exchange (e.g. positive coping strategies and expand social networks). 

- Support reported received, reduced isolation, more knowledge of coping 

mechanisms etc. 

- Stigma, discrimination, low self-esteem, social isolation, need for support. 

- Lack of disclosure of illness due to faced and anticipated stigma and dis- 
crimination. 

- Worries of gossip and ridicule. 

- Resource: Intervention component discusses positive or negative of dis- 
closure. 

- Response: Individual and their caregivers think about possible benefits 

and drawbacks of disclosure to community. 

- Possible increased sense of self empowerment. 

- Individual and caregivers can make informed decision about whether to 

disclose illness. 

- Stigma and discrimination. 

- Beliefs about illness from carer and individual varied 

Community Based Intervention (CBI) focus on strategies to manage 

stigma and discrimination 

- Dispelling myths of illness, emphasizing no one to "blame", emphasis on 

positive outcome, building self esteem, illness disclosure and coping mech- 
anisms. 

- Individuals and carers gain more awareness of illness. 

- Identifying a person’s strengths may assist in building self esteem. 

- Development of coping mechanisms to deal with negative discrimination 

from others. 

- Possible reduced blame of illness. 

- Improved self esteem. 

- Hesitance to engage with service by caregiver. 

- Worry of disclosure of illness in community including gossip or ridicule. 

- CBI Intervention where services provided in community center setting on 

case-by case basis. 

- Home visits are an available option. 

- Possible increased feasibility. 





Gender imbalance regarding rights. 

- In CBI gender preference given to service users (same gender or predom- 
inantly female) 

- Recruitment depending on expectations from initial study (e.g gender: 

in Tamil Nandu region only females recruited, education: in Goa region 

those with more education chosen.) 

- Expectations of amount of training differed. 

- Trust built if Community Lay Health Worker (CLHW) had experience 

with or knowledge of subject matter. 

- Training on positive attitudes for persons with schizophrenia also given. 

- Acceptance of CLHW. 

- In initial scoping study people reported not receiving enough information 

on condition. 

- Psychoeducation provided. 

- Participants and caregivers provided with information on condition (med- 
ication, dealing with difficult symptoms and relapse prevention). 

- Service user and families receive and generate more knowledge of condition 

and its management 

- Service users and families are able to make informed decisions. 

- Improvements in Self-care. - not documented 

- Individuals reporting difficulties with daily functioning. 

CBI Rehabilitation focused on improving self-care Activities of Daily Liv- 
ing, coping strategies, encouragement of suitable work and environments, 

social skills training, encouragement engagement in community. 

- Resource: Self-reflection and socialization encouraged while specific skills 

taught with supportive stance. 

- Response: Individual develops coping strategies to manage condition, 

symptoms and episodes. 

- Possible development of social skills. 

- Possible development of skills needed for vocation. 

- Service user has increased skills for vocation/employment present. 

- Service user is more aware of suitable work environments. 

- Possible increased coping mechanisms 

- Possible increased social interaction and community engagement 

CBI focus on referral and awareness of community agencies e.g. benefits 

available, employment, vocational centers. 

- Service users gain more awareness of available services and benefits and 

can choose to opt in. 

- Facilitation of service user receiving appropriate services as chosen by 

individual and carer(s). 

- Resistance from some psychiatrists and feelings like CBI is a rival system 

in place. 

- Renaming of program to "collaborative. . . 

- Regular supervision and team meetings. 

- Intervetion fosters sense of collaborative approach. 

- CLHWs feel supported. 

- Further improved sense of collaborative approach. 

- More likely to insure quality of service. 

- Use of local workers in intervention provision. 

- Initial resistance of CBI from community, however more accepting after 

realizing interventionists from local community. 

- Acceptance of CLHW and CBI programme in general by community in- 
dividuals and families. 

Maintenance of skills: Collaborative approach. 

Lay workers responsible for delivering in community for 15-25 people. Peer group discussions between CLHWs also occurred. 

There were second mental health specialist (e.d. psychiatric social workers) who would provide supervision, support, training and ensure quality of services. 

Then psychiatrists were also involved as clinical leads who would prescribe pharmacological treatment and be involved in treatment planning. 

Structure: 

Onsite supervision - coordinator to accompany CLHW to 10% of visits 

Quarterly review all members of team to discuss an individual’s case 

Fortnightly review with psychiatrist to discuss treatment plans, issues arisen, engagement with families, risk for suicide, seek advice. 

Monthly group meetings - peer support for CLHWs and intervention coordination, identification of common difficulties and how to overcome them, group problem solving and personal issues and concerns. 

Findings: 

- Stigma and discrimination found to be inadequately addressed. 

Community members did not seem aware of benefits of intervention (low psychoeducation). 

- Some community members were unwilling to participate in intervention. 

- Intervention components reported to be appropriate, relevant and important. 

Desirability: Mixed 




Table 9. J. Bass et al. (2006) Data Population Table 


Group interpersonal psychotherapy for depression in rural Uganda: 6-month outcomes 

1 Psychological presentation(challenge, person): DSM IV Major Depressive Disorder or sub-threshold disorder 

1 Year: 2006 1 

Description of aim: Assessed the long term effectiveness of local non-professionally administered group counseling. 

Treatment 

Length of training: 2 week intensive instruction comprising didactic and role-play techniques 

Who was trained(requirements) : Each group was lead by a local Ugandan of the same gender with no previous mental health or counseling experience. 

Potential interventionists had completed high school and were available to work as counselors for the duration of the study. 

Skills, techniques, interventions: Group Based Interpersonal Psychotherapy adapted for Uganda (IPT-GU) used. 

Review his or her current depression symptoms. 

Describe prior week’s events and to liken both positive and negative events to his or her current mood. 

Group members were encouraged to provide support and suggestions to one another. 

Focus on the relationship as a basis for problem-solving was judged to be more in accord with local cultural practice than the individualized focus of Cognitive Behavioral Therapy. 

Context 

Mechanism 

Outcome 

- DSM IV major depressive disorder or sub-threshold disorder. 

- Community Based Interpersonal psychotherapy group. 

- The mean Hopkins Symptom Checklist (HSCL) score of the participants 

receiving the intervention was about 14 points lower than that of the 

control group at the 2 week and 6 month post-intervention assessments 

(p<0.0001). 

- The overall functional impairment score was about 4 points lower in the 

intervention group compared with the control group 2 weeks after the 

intervention and about 5 points lower 6 months after the intervention 

(p<0.0001). 

- In the formal repeated-measures analysis, the interaction between assess- 
ment time and treatment status was not significant for the HSCL score 

(p=0.71) indicating that the difference achieved in depression between the 

intervention and the control groups 2 weeks after the intervention had not 

changed at the 6-month follow-up. 

- The differences in prevalence between the study arms were statistically 

significant at both follow-up assessments (p<0.0001). 

Group leaders are local Ugandans of the same gender who spoke English 

and Luganda (the local language) in community as opposed to clinic based 

setting. 

- Participants reported that during the 6 months following termination of 

the formal intervention 14 of the 15 therapy groups continued to meet 

without group leaders and 85% of the participants who were reassessed at 

the 6-month follow-up report attending. 

- The difference in mean HSCL scores between those who reported attend- 
ing group meetings and those not attending was not statistically signifi- 
cant at the 2-week post-intervention assessment but was statistically sig- 
nificant (p<0.05) at the 6 month follow-up. 

- Local traditional healers indicated that they believed they were unable to 

treat these mental health problems (depression) effectively. 

- There was no reported resource in community prior to IPT-GU interven- 
tion 

- High attendance: 75% of participants present for at least 80% of the 

weekly sessions and only 4% of participants present at fewer than 11 ses- 
sions. 

- Widespread literacy in the region. 

- Instruments (Hopkins Syptom Checklist) modified and examined for cross- 

cultural validation. 


- Working within non-governmental organization (NGO), incorporating 

their priorities, instead of established governmental mental healthcare 

model as infrastructure determined to be weak. 

- Consideration of context in intervention: physical realities (e.g. using 

mental health intervention which considers common prevalence of HIV.) 


Maintenance of skills: none listed 

Findings: Decreased depressive symptom and functional impairment scores when compared to control which did not receive any specific treatment. 

Desirability: Desirable 




Table 10. J. K. Bass et al (2013) Data Population Table 


Controlled trial of psychotherapy for Congolese survivors of sexual violence 

1 Psychological presentation(challenge, person): Female sexual violence survivors with high levels of Posttraumatic Stress Disorder (PTSD) 

1 Year: 2013 i 

Description of aim: Explore the effectiveness of group Cognitive Processing Therapy (CPT) by community based para-professionals. 

Treatment 

Length of training: 5-6 day training session over the course of 2 weeks 

Who was trained (requirements): All psychosocial assistants had 1-9 years of experience providing case management and individual supportive counseling to survivors of sexual violence and at least 4 years of post- 
primary-school education. 

Congolese psychosocial supervisors who were employees of the International Rescue Committee provided direct supervision to psychosocial assistants through weekly telephone or in-person meetings. 

A bilingual clinical social worker training the United States of America (U.S.A.) provided in-country supervision and communicated with the U.S.A. trainers through weekly calls for supervision and quality assurance. 

Skills, techniques, interventions: Cognitive Processing Therapy 

Case management 

Specific topics included counseling, family mediation, stress management, clinical care of survivors and prevention of human immunodeficiency virus infection and other sexually transmitted diseases. 

Psychosocial assistants who provided therapy underwent in-person training with trainers based in the U.S.A. with the use of a manual that was adapted and translated locally. 

Context 

Mechanism 

Outcome 

- Democratic Republic of Congo 

- Intervention villages selected considering accessibility, security and the 

availability of psychophysical assistant. 


- Presentation of PTSD, depression and anxiety for survivors of sexual vi- 
olence. 

- Salient mental health problems of sexual-violence survivors: abandonment 

and rejection by family and friends, concerns about providing for self and 

family, fear and stigma. 

- Adaptation of group Cognitive Processing Therapy (cognitive only model- 

without trauma narrative) provided by community based paraprofession- 
als (psychosocial assistants) supervised by psychosocial staff at a non- 
governmental organization and by clinical experts based in the U.S.A. 

- Program effects include therapy itself, the number of sessions, the group 

process, supervision systems and possibly some additional external coun- 
selling sessions. 

Both the individual-support group and therapy groups had significant 

improvements during treatment with effects maintained at 6 months. 

- Participants in the therapy groups had significantly greater improvements 

than those in the individual support group at both follow-up assessments 

with all treatment effect sizes greater than 1.0. 

- 70% of participants in the therapy group met our criteria for probable 

depression or anxiety at baseline with 10% or less meeting the criteria at 

either follow-up or assessment. 

- Proportions: 83% at baseline, 53% at the end of treatment and 42% at 6 

months after treatment (p<001). 

Maintenance of skills: Multi-level supervision provided. 

Findings: Participants in the therapy groups had significantly greater improvements than those in the individual-support group at both follow-up assessments with all treatment effect sizes greater than 1.0. Group therapy by 

local paraprofessionals decreased symptoms and increases functionality significantly compared to control. 

Desirability: Desirable 


Or 

Or 




Table 11. Bolton et al (2003) & Verdeli et al (2003)Data Population Table 


Group interpersonal psychotherapy for depression in rural Uganda Adapting group interpersonal psychotherpy for a developing country: Experience in rural Uganda 

1 Psychological presentation(challenge, person): Depression 

1 Year: 2003 1 

Description of aim: Test the efficacy of Group Based Interpersonal Psychotherapy adapted for Uganda (IPT-GU) 8z Discuss the process of adapting a psychotherapy manual and training of paraprofessionald for Bolton et al. 

(2003) 

Treatment 

Length of training: 2 weeks of intensive training 

Who was trained(requirements) : 10 local staff 

Minimum education status of high school graduate. 

Skills, techniques, interventions: Group Based Interpersonal Psychotherapy adapted for Uganda (IPT-GU) 

Context 

Mechanism 

Outcome 

- South-west Uganda 2002, Rakai province and half Masaka province. One 

hundred fifty four villages in the region with population ranges from hun- 
dreds to thousands. Villages separated by agricultural lands. Thirty vil- 
lages were chosen for intervention. 

- Low socioeconomic area, high poverty. 21% depression per the Diagnostic 

and Statistical Manual- IV (DSM-IV). 

- People reported living in conditions of severe deprivation. Contextually, 

people may be reluctant to talk about sensitive issues. 

- Program rolled out by World Vision using local staff. 

- Intervention - Group based interpersonal psychotherapy (IPT) for depres- 
sion. 

- Study noted it couldn’t determine mechanisms (.e.g IPT vs just group 

meetings alone the beneficial part) 

- Showed effective in reducing depression and improving function. More 

positive effects seen in women. 

- Time limited to specific amount of sessions 

- Allowed for budgeting. 

- Program could be rolled out and potential for cost effective scale up. 

- IPT includes a focus on interpersonal relationships. 

- The dynamic of meeting together reported to be seen as positive in this 

setting. 

- Intervention reported to integrate well with culture being served. 

- Uganda reported to have gender norms including male and female specific 

roles. 

- Groups were separated based on gender. 

- Reported that the intervention integrates well with the culture being 

served. 

- Used trainee group members as primary source of information about local 

culture. * 

- Numerous modifications to improve the cultural relevance of the interven- 
tion were made on site and were later incorporated into the manual. * 

- Effective in reducing depression and improving function, more positive 

effects seen in women. Reported culturally appropriate service * 

Maintenance of skills: None listed 

Findings: Mean reduction in depression and dysfunction was significantly different when compared to control. More positive effects seen in women. 

Desirability: Desirable 


Or 

O 


* pulled from Verdeli et al. (2003) 




Table 12. Chatterjee et al. (2003) Data Population Table 


Evaluation of a community-based rehabilitation model for chronic schizophrenia in rural India 

1 Psychological presentation(challenge, person): Chronic schizophrenia 

1 Year: 2003 1 

Description of aim: To compare community-based rehabilitation to out-patient care for schizophrenia in resource-poor setting in India. 

Treatment 

Length of training: 60 day training program 

Who was trained(requirements) : Paraprofessionals who already lived and operated in such areas to initiate services and draw upon the resources of the community. 

Skills, techniques, interventions: Drug treatment, psychoeducation, family counseling, vocational rehabilitation, enhancing social networks, access to social benefits 

Does not specify between the difference between family counseling and drug treatment performed by professionals vs. non-professionals. 

Emphasizing compliance with medication may be a core element of intervention. 

Context 

Mechanism 

Outcome 

- Resource poor region of India- District of Barwani in the state of Madhya 

Pradesh. 

- Majority of the population are indigenous tribes-people (68%). 

- Inhabitants live in dispersed hamlets around cultivated land. 

- Village population of 1000-3000. 

- 53% of the population lives below poverty line. 

- Limited roads, electricity and safe drinking water. 

15% of the population has access to health facilities within 5 km of their 

home. 

- Professionals frequently absent due to staffing constraints subsequently 

care is privatized. Also, limited in provision of psychosocial care. Fee-for- 

services professionals including traditional healers, are the only option for 

treatment. 

- Community-based rehabilitation (CBR) through para-professionals, fam- 
ily and village members involvement added to existing treatment in out- 
patient care. 

- Emphasizing compliance with medication may be a core element of the 

intervention strategy. 

- Resource: Home care. 

- Response: Behavioral activation (facilitating habit change), increased 

sense of effectiveness and pleasure leading to improvements in thoughts 

and emotions (e.g. feeling supported and important). 

- In fully compliant patients CBR is more effective than only out-patient 

treatment, which is currently standard practice. 

- Rural area area with people living in small villages population 1,000-3,000. 

CBR intervention provides services in peoples’ home and community. 

- Resource: CBR workers can follow-up with individuals easily. 

- Response: The patient is not responsible to seek care which also means 

the participant does not need to make a decision to or not to engage as 

care and follow up are provided. 

- Increased use of service and follow-up at 12 months. 

- Improved outcomes. 

- Inaccessible environmental roads not accessible year round, lack of elec- 
tricity and clean water. 

- Lack of access to health services, most do not have access within 5km 

of home, doctors often absent. Many people use private/fee for ser- 
vice/traditional healers. 

- Resource: CBR service provided at home or in community 

- Response: Individual can choose to uptake service without financial travel 

implications. 

- Increased use of service. 

- Improved outcomes in CBR group. 

- Mental health program initiated in partnership with a non-governmental 

organization working towards rehabilitation of people affected by lep- 
rosy (30-bed general hospital, physiotherapy, prosthetics and income- 

generation units). 

Out-patient care did not reach the most vulnerable sections of the popu- 
lation. CBR mental health program developed to address this limitation. 

- Frequent review process in preexisting group meetings facilitated my non- 
governmental organization (NGO). 

- Provided broad-based local community support for the program and made 

an impact by generating a positive social milieu conducive to recovery. 

Out patient care group attended one session per month. During sessions 

drug treatment was reviewed and families were educated about illness, 

compliance and recognition of side-effects, rehabilitation strategies to en- 
hance patients’ social and occupational functioning discussed. 

- Resource: Psychoeducation. 

- Response: Possible increased knowledge and self esteem. 

- 46% fully compliant with medication. 




- To attend the out patient care group. 

- Resource: Outpatient care program required increased distance to travel. 

- Response: Individuals did not prioritize treatment/travel. 

- 24 out of 80 were not present at 12 month follow up (30%). Lower rates 

of compliance (37%) 

CBR group is three tiered: 1. Out-patient care 2. Mental health workers 

drawn from local community 3. Local village health groups 

- Standard care: professionally administered therapy, psychoeducation and 

medication focused. 

with 

- Additional CBR provision provided by workers from local community. Be- 
ing members of local community workers communicated effectively with 

patients and families reportedly using shared cultural idioms and thus 

promoting greater adherence. 

- Workers supported family and community in implementation of appropri- 
ate illness management. 

- Range of services provided at home thus overcoming economic, cultural 

and geographical barriers of access to care. 

- 63% fully compliant. 

- Last observation carried forward method of analysis found significantly 

superior changes (p<0.03). 

- Disability outcomes significantly superior to out-patient group. 

- Differences greater for men than women. 

- Patients and their families were empowered to become informed partners 

in the planning and implementation of rehabilitation strategies that were 

economically feasible. 

- Prior to NGO entering the community, no reported history of bio-medical 

services in the Barwani area. Subsequently, community members were 

unfamiliar with medical model. 

- Large indigenous population 68% tribes-people reportedly not sharing 

western priorities. 

CBR program promoted engagement with traditional healers 

- Individuals may feel more comfortable with programs as they may fit more 

with cultural ideologies. 

- Shared cultural ideals may have led to individuals buy in to the program. 

- Increased use of service. 

- Improved outcomes in CBR group. 

CBR group more socioeconomically disadvantaged: literacy, poverty, 

caste and longer duration of illness 


- Improved outcomes for the CBR group. 

- India, Barwania - rural area - persons living in hamlets dispersed around 

cultivated land. 

- High levels of poverty (53% below poverty line). 

- Large indigenous population 68% tribespeople. 

Cultural gender differences in society. 


- More difference seen in men than women in outcomes. 

CBR intervention worked closely with families. 

- Focus on empowerment of families including engagement with driving and 

planning of intervention. 

- Increased retention and compliance in individuals. 

CBR intervention worked closely with local key leaders. 

- Key leaders were empowered and engaged with driving and planning of 

intervention. 

- Reduced stigma within community - more social inclusion and environ- 
ment for positive recovery for individuals participating in intervention. 

- Each mental health worker services 5-6 contiguous villages, caseload of 

25-30 patients. 

- Patients receiving antipsychotic medication 



Maintenance of skills: Regular group meetings served as forum for paraprofessionals, family and community members to plan relevant rehabilitation measures and reduce social exclusion. 

Findings: 

- Significantly superior change scores in CNR intervention. 

- In fully compliant patients CBR is more effective in reducing disability, especially in men, than only out-patient treatment, which is currently standard practice. 

Desirability: Desirable 




Table 13. Dias et al. (2008) Data Population Table 


The effectiveness of a Home Care Program for supporting caregivers of persons with dementia in developing countries: a randomized controlled trial from Gao, India 

1 Psychological presentation(challenge, person): Caregiver mental health 

1 Year: 2008 1 

Description of aim: To develop and evaluate the effectiveness of a home-based intervention in reducing caregiver burden and reducing behavioral challenges of elderly persons with dementia. 

Treatment 

Length of training: 1 week training 

Who was trained(requirements) : Home Care Advisors (HCA) 

Speak local language 

Local to area for sustainability and cost 

literate, finished high school 

interested in working in dementia 

Skills, techniques, interventions: Intervention components: 

Information on dementia given including education on common behavior challenges and how to manage. 

Support to caregiver for assistance with activities of daily living (ADLs) and household tasks. 

Referral to psychiatrist or general practitioner (GP) where needed. Medication when needed. 

Networking of families to enable formation of support groups. 

Advice for governmental schemes and benefits. 

Frequency minimum of visits was once a fortnight for six months. 

Role play and interactive training methods used included listening and counseling skills, bereavement counseling, stress management and health advice. 

Context 

Mechanism 

Outcome 

Goa, India - Bardex and Tiswadi districts. Population 340,000. West 

coast India. 8.3% of population over 60 years. Prevalence of dementia in 

India is 1.9% of those over 60 years of age. 

- Demographic shift of increasing older populations in low and middle in- 
come countries. India’s population set to increase to 60 million by 2040. 

- Low levels of awareness of dementia in communities and among health 

professionals. Few services for people with dementia and their caregivers 

in India. 

Caregiver usually spouse or other family member 

- Intervention components of psychoeducation, support for caregiver with 

ADLs, social networking, advice on governmental schemes and benefits 

and fortnightly visits. 

- Support at household tasks. 

- Listening provides emotional support for caregivers. 

- Improvement in caregiver mental health and perceived caregiver burden. 

- Did not have impact on behavior of persons with dementia. 

- Shortage of HRH send services. 

Current standard care generally clinic-based with long travel and wait. 

CBR program introduced. 

- Resource: CBR ensured local workers. 

- CBR Resource: CBR intervention community and home-based. 

- Security in sustainability and feasibility to scale-up regionally. 

- High mortality in standard care. 

Generally people with dementia unaware of medical symptoms. 

- Resource: Education provided. 

- Response: Possibly improved awareness (e.g. around nutrition) 

- Less mortality in intervention (not statistically significant attributed to 

small sample size). 

Maintenance of skills: HCA supported by 2 part time specialists (2 psychiatrists, one per team) and 1 Counselor supported both teams. HCA met psychiatrist twice a month to discuss caseload and met counselor once a fortnight 

to share experience, problem solve and receive peer support. 

Findings: 

- Improvement in caregiver mental health and perceived caregiver burden. 

- Did not impact on behavior of persons with dementia. 

- Non-significant ly decreased both death rate and behavior problems. 

Desirability: Mixed 




Table 14. Eisenman et al. (2006) Data Population Table 


The ISTSS/Ftand guidelines on mental health training of primary healthcare providers for trauma exposed populations in conflict affected countries 

1 Psychological presentation(challenge, person): Trauma exposed populations and conflict-affected areas 

1 Year: 2006 i 

Description of aim: Presentation of guidelines which provide conceptual framework and specific principles for improving the quality of mental health training for primary healthcare providers including lay health workers working 

with trauma-exposed populations. 

Treatment 

Length of training: Variable according to context. 

Vfho was trained(requirements) : Variable according to context. 

Skills, techniques, interventions: Framework for the design and implementation of mental health training for primary healthcare providers (PHPs): Evidence-based curricular elements, values and beliefs, contexts and 

systems, science- and context-informed training. 

Values and beliefs: Understanding the sociopolitical and temporal dimensions of contexts and systems. 

Effective training involves interaction and collaboration with PHPs themselves, local governments, communities, nongovernmental organizations and mental health specialty care providers. This facilitates assessment of the 

needs for services, PHP specific training, available resources, and development of training activities that fit with local practice patterns, resources ad incentives. Local ownership of the training may be facilitated through 

collaboration with local officials and authorities to determine appropriate compensation and accreditation of training for PHPs. 

Trauma is a multifaceted problem that is best understood through multi-disciplinary perspectives. Individual and collective experience of trauma is shaped by culture, economics, history, gender, religious, historical and 

social change, and politics. PHPs address the physical mental and social dimensions of health and their interrelations. Including traditional healers. 

Family and community incorporated into treatment, mobilizing the strengths and resources family /community members can provide. 

Rights based approach as documentation, advocacy, identifying links to other professionals systems. 

Context and systems: differentiation between acute phase (short term mental health needs) and post-emergency phase training programs (long-term mental health needs). Needs to be revised in relation to long-term 

processes and goals. Emphasizing the importance of the temporal context. 

Incorporation of cultural influences on survivors experience of trauma, suffering, recovery and resources. 

Incorporation of community and systems contexts such as perceived need and embedding intervention into existing service provision enlisting support from traditional healers subsequently promoting sustainability. 

Incorporating PHPs knowledge of local human rights violations and linking them with local human rights organizations or governments to help ensure safety for practitioner and client. 

Sensitivity to needs associated with the phase of emergency in which training is occurring (acute vs long term goals). 

Evidence-based curricular elements: derived from the body of empirical and experiential evidence. Knowledge in mental health literacy including a basic understanding of symptoms and modifiable risk factors for mental 

illness as well as a belief in the ability to treat those seeking help (addressing stigma through demystification and destigmatization). 

Understanding of confidentiality and skills which facilitate the development of trust (incorporating cultural context). 

Elucidation of the dimensions of trauma such as war, refugee, domestic, gender-specific and their consequences. 

Didactic material including common mental health symptoms and illnesses associated with trauma (eg, depression, posttraumatic stress, anxiety, substance abuse, etc). Specific material can include diagnostic criteria, 

common presenting symptoms and concerns, factors that allow differential diagnoses between medical and mental illness and between mental illnesses as well as how they interact in influencing the individual’s whole 

functioning. 

Focus on the interaction of general and mental health. Identification of premorbid mental state. 

Understanding treatment options (eg. medication and psychotherapeutic approaches). 

Vicarious traumatization and burn-out identification and mitigation techniques. PHPs will likely have their own traumatic experiences as they come from the affected communities and would be at higher risk. 

Listening skills increase the likelihood of addressing the most important problems and critical in validating the patients symptoms. 

Effective communication skills include clear explanations, shared decision making, addressing concerns, and the ability to problem solve. 

Assessment skills displaying a non-judgmental attitude to collect information regarding trauma exposure, help-seeking history, available resources, and social support. Patients with limited support and coping skills need 

more support from PHP and community. 

Crisis intervention skills to facilitate assessment and management of suicidal ideation, exposure to extreme stressors, interpersonal and domestic violence and substance abuse. 

Acute-phase stress reduction techniques such as normalization, psychoeducation around sleep hygiene, nutrition, establishing safety and ensuring basic needs are met. 

Basic self-care techniques including health promotion, measured breathing, meditation and relaxation can help PHPs manage their own health and modeled to patients. This includes PHPS attending to their own personal 

safety. 

Utilization of available local, regional and national resources as a skill. Lists of local referral resources can be created collaboratively. 

Augmentation of family involvement in treatment to enhance recovery and help adherence to provider recommendations. Awareness of when exceptions need to be made including situations of domestic violence. 

Knowledge in when and how to document human rights violations (physical, emotional, and mental health evidence for torture and abuse) to support legal clams. 





Science- and context-informed training: body of evidence that informs implementation strategy. 

Context 

Mechanism 

Outcome 

- Large scale collective violence in developing countries as defined by the 

World Health Organization: (1) wars, terrorism, and other violent politi- 
cal conflicts that occur within or between states and (2) state-perpetrated 

violence such as genocide, repression, disappearances, torture, and other 

human rights abuses. 

- International Society for Traumatic Stress Studies (ISTSS)/ RAND Cor- 
poration Guidelines. 


Maintenance of skills: Periodic reinforcement and review of the evidence base and search for new evidence in skills and application. This can be accomplished through sustained involvement of trainers over time or supervision 

by mental health specialists. Various types of involvement may be appropriate depending on context. Ongoing expert supervision, ongoing peer supervision, periodic booster training, opportunities to communicate with trainers, 

opportunities to communicate with other resource providers, evolving booster sessions tailored to setting and need. 

Findings: None 

Desirability: None 




Table 15. Ertl et al. (2011) Data Population Table 


Community implemented trauma therapy for former child soldiers in Northern Uganda 

1 Psychological presentation(challenge, person): Trauma therapy for former child soldiers 

1 Year: 2011 1 

Description of aim: To assess efficacy of a community-based intervention targeting posttraumatic stress disorder in formally abducted individuals. 

Treatment 

Length of training: 6 weeks of training 

Counselors received six weeks of training, which ended with theoretical and practical exams, testing their knowledge about mental health, as well as their basic therapeutic (e.g. active listening, verbalization, empathy, 

acceptance, etc.) and specific Narrative Exposure Therapy (NET) skills. Four weeks of practical training followed, focusing on gaining diagnostic expertise, experience as screeners and the observation of at least one full 

NET therapy conducted by one of the expert clinicians facilitating the training. No participant had profound training in mental health related issues before our training. None of the participants had professions related 

to counseling or psychotherapy or a medical profession; About one third had already taken part in some basic workshops on psychosocial issues working with non-governmental organizations (NGOs) or community- based 

organizations (CBOs). 

Who was trained (requirements): In order to be accepted for therapy training, individuals needed to have a good command of English and Acholi (local Luo language), as well as the ability to empathize with people 

and a strong motivation to carry out therapeutic work with victims of violence from their own people. These requirements were tested in structured job-interviews prior to the start of the training. 

Skills, techniques, interventions: Introduction to mental health in general including differentiation of mental health vs. mental ill-health, symptoms of Posttraumatic Stress Disorder (PTSD), Depression and potential 

other co-morbid disorders like Substance Use Disorders (SUDs) and Dissociative Disorders and their expression of symptoms specific to Norther Uganda (in terms of language, local conceptualization and behavior). 

Introduction to suicidality. 

Introduction to the neurobiology of stress and PTSD; memory theory. 

Diagnosing PTSD, Depression, SUDs, Dissociative Disorders, judging suicidality; role-plays and practice until everybody was proficient in diagnostics. 

Basic counseling skills; role-plays and practice. 

Introduction to psychoeducation concerning symptoms and treatment; tailoring psychoeducation to beneficiaries’ different capacities. 

Introduction to trauma therapy according to the NET-approach (lifeline, working through traumatic experiences, handling challenging situations during exposure including flashbacks/dissociation; preparation of NET 

testimonies; practitioners’ own mental hygiene, etc.). 

Introduction to cognitive interventions concerning guilt and shame. 

Introduction to relaxation techniques. 

Introduction to the active control condition, in this case "academic catch-up with counseling"; demonstrations, role-plays and practice until everybody was proficient in implementation. 

In each area (diagnostics, therapy) differences between children and adults were pointed out. 

Context 

Mechanism 

Outcome 

- Post conflict society 

- Historical civil war in Northern Uganda where Lord’s Resistance Army 

abducted children who performed help, combatant and sexual duties. 

Communities now confronted with large numbers of formerly abducted 

children, adolescents and young adults returning after rescue, flight or 

release. 

- Uganda moving from conflict era to post-conflict-era 

- Community-based interventions (narrative exposure therapy, academic 

catch-up program with elements of supportive counseling, or waitlist) car- 
ried out in 8 sessions by trained local lay therapists (with no health or 

medical background) directly in the communities. 

- Narrative exposure therapy produced a larger within-treatment effect size 

(d= 1.80)than academic catch-up (d=0.83) and wait-listing (d=0.81). 

- These changes include significant decreased functional impairment, de- 
creased feelings of guilt, decreased PTSD symptom severity. 

- Academic catch-up demonstrated equivocal decreased feelings of guilt. 

- Non-significant change in relation to symptoms of depression, suicidal 

ideation and stigmatization. 

- Education of abductees had been interrupted. 

- Control intervention based on needs expressed by the target group: aca- 
demic catch-up with counseling. 

- 52% of participants no longer fulfilled criteria for PTSD at 12 months 

- 21% demonstrate decrease in symptoms of depression 

(non-significant changes) 

- Individuals had experienced violence (often involving torture), forced par- 
ticipation in atrocities, sexual violence and loss of loved ones. 

- Exposure to war zone, witnessing someone being killed, witnessing abduc- 
tion, witnessing physical assault, assault with weapons, being forced to 

kill, seeing someone mutilated or dead bodies. 

- Defined "worst" events happened 6.71 years before assessment. 

18/85 participants diagnosed with depression 

- 52/85 participants reported current suicidal ideation 

- Individual based narrative exposure therapy: short term trauma focused 

treatment developed for use in low-resource countries affected by crises 

and conflict. Intended for survivors of multiple traumas. 

- In NET the participant constructs a detailed chronological account of 

his or her own biotraph in cooperation with the therapist to construct 

fragmented memories of traumatic events and to achieve habituation. 

- Participation in reappraisal of past events. 

- Participation in restructuring of cognitive biases. 

- Changes include significantly decreased functional impairment, decreased 

feelings of guilt and decreased PTSD symptom severity. 




- Wait list as control group. 

- Resource: Time, regression to the mean, remediating effects of repeated 

assessments, spontaneous recovery and delayed spontaneous remission ef- 
fect (unexpected improvement or cure from a disease that appears to be 

progressing in its severity). 

- Resource: Reduction in trauma reminders/external triggers as Uganda 

moved from conflict era to post-conflict-era. 

- Symptoms declined in all three examined groups over one year period. 

- Training of lay therapists parallel therapeutic intervention (including ex- 
ploration and discussion of personal life experiences). 

- Familiarization with technique of intervention, enhanced motivation, fa- 
cilitated personal development and personal history issues with potential 

to interfere with work identified and mastery initiated. 

- Short-term trauma focused treatment preformed by non-professionals con- 
tributed to the reduction of PTSD symptoms. 


Maintenance of skills: Adapted field version manual of narrative exposure therapy intervention. Detailed accounts of narrative exposure techniques and modes of action were also accessible. 


Findings: 

Clinically relevant aggregation of symptoms according to the threshold for clinically meaningful change was present in 0 of 25 participants in the narrative exposure therapy group, 1 in 23 in the academic catch up group, 3 of 
28 in the wait-listing group. 

- PTSD symptom secerity significantly more improved in NAT group. 

- PTSD lead to superiority of NAT. 

- NAT demonstrated larger within treatment effect size. 

- While no clinically meaningful change for aggregate, symptoms declined in 3 groups of one year period. 

Clinically significant threshold for change met for PTSD symptoms. 

- Strongest reduction in guilt for NAT group. 

Desirability: Desirable 
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Table 16. Herani et al. (2010) Data Population Table 


Testing a community derived intervention to promote workers health: preliminary results of a 3-arm randomized controlled trial in Kirachi, Pakistan. 

1 Psychological presentation(challenge, person): Depression and domestic abuse 

1 Year: 2010 i 

Description of aim: Test differential effectiveness of an 8-week community-derived intervention of economic skill building to improve mental health and decrease victimization by domestic violence. 

Treatment 

Length of training: 8 week skill building program 

Who was trained(requirements) : Community Health Workers 

Skills, techniques, interventions: Skills of employment attainment and retention, effective communication, balancing personal and work life, time management, conflict resolution, dealing with abuse and harassment, 

enhancing self-efficacy, effective parenting, personal hygiene, components of the ethics of privacy and confidentiality. 

Control: anger management, effective communication, active listening and supportive problem solving. 

Context 

Mechanism 

Outcome 

- Low socio-economic status women living in low middle income country: 

Pakistan, within inner-city slum area of Karachi 

18 million resident population 

- Economic skill-building intervention. 

- Control group 

- Statistically significantly higher (p<.05) self-efficacy scores as compared 

to counseling group, and more employment. Depression and abuse was 

also lowest among women who received the intervention though not sig- 
nificantly so. 

- Community eager to participate at adult literacy centers. 

Community-based participatory research sharing responsibilities between 

community members and researchers. 

- The community participated in the decision-making process regarding 

placement of the adult literacy centers as well as days and times when 

the interventions were offered. 

- Economic skill-building intervention was developed with the help of key 

informants from the community and a thorough literature review. 


- Availability of nearby factories and employment opportunities. 


- Possible increased community interest in program. 

- Intra-class sampling. 



Maintenance of skills: None listed. 

Findings: 

- Women who received economic skill-building reported lower depression scores and less partner violence than the counseling group though not statistically significantly so. 

- Women in the skill-building group reported significantly higher self efficacy and more employment following the intervention as compared to counseling and control group. 

Desirability: Mixed 
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Table 17. James et al. (2012) Data Population Table 


Challenges of post disaster intervention in cultural context: the implementation of a lay mental health worker project in post-earthquake Haiti 

1 Psychological presentation(challenge, person): general mental health with focus on posttraumatic stress 

1 Year: 2012 i 

Description of aim: Describe development of culturally compatible model which integrates indigenous and western psychological perspective simultaneously. 

Treatment 

Length of training: 1 week 

Who was trained(requirements) : Eight local young people who were all earthquake survivors and previously involved in youth programing. 

Young people were selected based on positive feedback from staff. Some had prior teaching experience, none possessed clinical experience of psychological training. Young people were not expected to act as therapists, but 

as instructors or guides for camp residents experiencing unusual levels of distress related to the earthquake and displaced life. 

Skills, techniques, interventions: 

Identification and referral for seriously mentally ill individuals who require additional care. 

Sharing of coping skills. 

Use of culturally appropriate language. 

Identification and monitoring of one’s own responses to the work and prevention and management of one’s own mental health difficulties. 

Emotional processing. 

Self care strategies. 

Symptoms of stress, trauma symptoms and compassion fatigue assessment. 

Intervention framed as "training" rather than "therapy". 

Intervention focus on attending to one’s own mental health in order to help one’s family and friends paired with trained skills to benefit the community more broadly. 

Training groups developed as this is a congruent model to the collectivist social structure of the context in Haiti. 

Primary program aim is to rebuild social connection and support. 

Flexibility in course material and nature as per participant’s needs changed. Reportedly, this was consistent with training of the trainer methodologies. 

Natural disaster education, geological causes, safety strategies with the aim to increase perceived safety by addressing immediate concerns about the likelihood of future disasters and simple safety strategies such as the 

identification of a meeting place for family members. 

Ongoing effort to discourage perception of trauma as a malady situated solely in the individual provided for normalization as well as revealing opportunities for social action. 

Positive coping strategies (including spirituality, movement, and psychological relaxation techniques). 

Games oriented around exposure to sudden noises and designated to improve concentration and memory. 

Common responses in children and how adults can help, including modeling self-care. 

Ways of maintaining hope including religiosity and taking comfort in family members. 

Distinguishing between controllable and uncontrollable aspects of current circumstances and coping accordingly. 

Realistic goal setting. 
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Context 

Mechanism 

Outcome 

- Post natural disaster (earthquake). 

- Haiti’s population is 10 million with 300,000 due to earthquake. 

- 5 million in temporary housing in camps of internally displaced. 

- Resource: Evidence informed intervention "psychological aid" imple- 
mented in camps using train-the-trainer intervention model. 

- Resource: Collaboration of United States of America and Haitian mental 

health workers, researchers, and lay people. 

- Intervention model incorporating psychological content informed by west- 
ern culture which contribute to rather than disrupts existing indigenous 

coping mechanisms. 

- Response: Participants can maintain and benefit from evidence-informed 

western psychological and local explanatory models and coping mecha- 
nisms simultaneously, even if the content is contradictory (individuals 

practice shifting from potentially contradictory cognitive styles from mo- 
ment to moment according to cues in the environment, decreasing rigidity 

associated with anxiety and depression). 

- Response: The expectation that both psychological and indigenous ex- 
planatory and coping strategies can be maintained simultaneously is re- 
flected in the macro of the treatment approach as well. 

- See James et al., 2014 

- Quantitative results showing decreased PTSD symptoms, consistently 

high compassion satisfaction, low burnout, moderate secondary trauma 

scores and significant posttraumatic growth, which is reinforced by qual- 
itative accounts from the workers regarding their work experience. 

- Distress from injury or threat of injury or death, death of loved ones, 

destruction of property and exposure to disturbing scenes. 

Camp residents experiencing hyper vigilance, sleep difficulty, anxiety, 

grief, anger, social isolation and drug and alcohol use. 

- Symptoms exacerbated by the chronic stress associated with life in dis- 
placement camps (illness, lack of law enforcement, poverty, severe job 

shortage, political instability and electoral fraud). 

- Paraprofessionals taken from pool of potential service users. 

- Training incorporates treatment of PTSD and skills development simul- 
taneously. 

- See James et al., 2014 

- Prior trauma exposure common in community (multiple natural disasters, 

chronic poverty). 



- Embedded assumptions from western professionals 

- Application of interventions typically based in what pathologies are likely 

to result in given situations, and how best to treat them in western cul- 
ture. 

- Some have been accused of disrespecting, perhaps disrupting the very real 

effects of local modes of resiliency and healing. 

- Historically, western professionals have been accused of disrespecting, per- 
haps disrupting the very real effects of local modes of resiliency and heal- 
ing 

- Training of the Trainers model entails content informed by the psycho- 
logical perspective grounded in western culture adapted to Haitian post 

earthquake context, applied by local earthquake survivors trained as lay 

mental health workers. 

- Desirable outcomes of intervention. 

- See James et al., 2014 

- Mass trauma intervention. 

- Resource: Promotion of a sense of safety and calming through normaliza- 
tion of responses to trauma. Grounding exercises, social connectedness 

and provision of coping skills reduce physiological hyper-arousal and aim 

to build self- and collective-efficacy and hope for the future. 

- Possible macro effects on community level not measured by study. 

- In contrast to western anthropocentric views of the self in which life re- 
volves around the individual, Haitians adopt a cosmocentric view in which 

one resides within a complex web of family, community, spirits, ancestors 

and the natural world. 

- Incorporation of psychological advancements of western culture to local 

cultural protective, harnessing resiliency strengths. 

- Possible increase of availability of factors contributing to buy-in and sus- 
tainability of program. 




Cultural help-seeking habits in which the community serve as an initial 

source of aid. 

- Haiti is a historically Spanish, French and English colony who brought 

African slave trade in including mandatory evangelization resulting in 

loss and distortion of traditional cultural and spiritual belief systems. 

- Resource: Devaluing historical power structure and coercion. 

- Response: Belief in professionals that local survivors and lay people are 

effective service providers. Facilitates incorporation of local cultural and 

experiential expertise. 

- Response: Empowerment; Responsibility for healing in the hands of sur- 
vivors instead of external object "experts". 

- Increased time and cost efficiency and subsequently potential sustainabil- 
ity. 

Cultural value placed on education. 

- Intervention framed as "training" rather than "therapy". 

- Intervention focus on attending to one’s own mental health in order to 

help one’s family and friends paired with trained skills to benefit the 

community more broadly. 

- Reported potential to decreases stigma associated with accessing psy- 
chotherapy services. 

- Post natural disaster (earthquake) relocation and shattered neighbor- 
hoods, interfering with pre-existing neighborhood and community support 

networks that act as protective healing elements of local culture. 

- Limited resources in camp exacerbate in-group out-group divisions due to 

competition for needs to be met. 

Collective society: the self is viewed as intrinsically linked to others. 

- Group format aims to replace social networks disrupted by death and dis- 
placement by exposing shared experience and teaching coping strategies 

that necessitate social contact. 

- Participants work in the same small groups and then take the role of peer 

leader to disseminate coping skills to additional camp residents. 

- Foundation laid for sustainable restructuring of community. 

- See James et al., 2014 Posttraumatic Growth Inventory (PTGI): compas- 
sion satisfaction was positively correlated with posttraumatic growth. 

Cultural value of aiding one’s community members. 

- Resource: "helper-therapy principle" 

- Response: possessing a sense of social purpose develops perceived life 

meaning and purpose 

- Facilitates social activism. 

- Reported increased confidence, coping self-efficacy, self-esteem, sense of 

empowerment and hope as well as a reduction in use of crisis services by 

mental health services consumers working as peer providers. 

- Empowerment at an individual level (enhancing perceived meaning, com- 
petence and self-determination), but also at the collective lever by en- 
hancing perceived social belonging, control over influencing community 

outcomes and community building. 

- Possible effects on community level not measured by this study. 

Maintenance of skills: Trauma symptoms and compassion fatigue assessment. 

Supervision containing discussion of problems and successes, emotional processing and self care. 

Shadowed for first month 

Review, exam and supervision. 

Findings: See James et al., 2014 

Desirability: See James et al., 2014 
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Table 18. James et al. (2014) Data Population Table 


A mixed-methods assessment of the experiences of lay mental health workers in post earthquakre Haiti 

1 Psychological presentation(challenge, person): general mental health with focus on posttraumatic stress 

1 Year: 2014 1 

Description of aim: Assess experiences of train-the-trainer model of psychological intervention. 

Treatment 

Length of training: 1 week 

Who was trained(requirements) : Active youth members of the community, all reported having fammily and friends in the community all survivors of community trauma (in this case earthquake). 

All had graduated from secondary school and some had taken college of professional school courses. None have prior mental heath experience. 

All had between 2 and 18 months of experience working with children or adults in a helping role (M=7.42). 

2 out of 8 individuals trained met the criteria for PTSD prior to training. 

Skills, techniques, interventions: Evidence-informed education about common responses to stress and trauma, physiological relaxation and other coping skills, afforded a space for sharing and storytelling. 

Evidence informed resiliency components including limited hours (6 hour work week) to limit exposure to stressful work environment, provided with education about self-care strategies during training and engaged in 

formal and informal processing or debriefing practice on an ongoing basis. Youth met for one hour per week with project psychology consultant and project manager to discuss challenges in administering seminars and 

their own emotional reactions to the work. Processing also entailed sharing lessons learned, including remarkable or unique instances of survival and coping. Attention brought to examples of resilience with the aim of 

enhancing the potential that trainees would experience vicarious resilience. On some occasions, participants engaged in self-directed group prayer as part of their debriefing process. 

Trust building activities and invitation to frequent recreational events such as going out to eat at the beach to promote bonding and to express appreciation for their services. 

Trainees had considerable creative control over their work; Decisions were made by consensus, not dictation. 

Context 

Mechanism 

Outcome 

- Post Earthquake Haiti is a reported collectivist society. 

- Displacement into camps. 

- Low-resource emergency context. 

- 29.7% of community meeting PTSD criteria. 

- 28.8% of community met criteria of major depressive disorder (each about 

10% higher than the norm). 

- Training of Trainers Model (ToT) used. 

- Active youth members in the community participated. 

- Trainees encouraged to embody treacher more than therapist role. 

- Trainings in local tongue. 

- Harvard Trauma Questionnaire (HTQ): Significant effect of decrease in 

re-experiencing symptoms, marginally significant effect on hyperarousal 

symptoms, no significant effect on avoidance symptoms. 

- Professional Quality of Life Scale(ProQOL-V) : Above average to high lev- 
els of compassion satisfaction, mean levels of burnout were in the low 

range, secondary traumatic stress fell in moderate levels. 

- Compassion satisfaction and burnout negatively correlated. 

- Posttraumatic Growth Inventory (PTGI): compassion satisfaction was 

positively correlated with posttraumatic growth. Burnout was negatively 

correlated with posttraumatic growth. 

- Primary challenge described in qualitative results that participants often 

expected that they would receive aid items such as food, water and tents 

and were initially discouraged when they realized that the organizations 

provided only mental health services. 

Cultural value placed on education, social and community action, and the 

service among Haitian youth. 

- Training of Trainers (ToT) Model used. 

- Spreading activation effect, reaching large number of participants, devel- 
opment of ongoing social networks. 

- Post natural disaster setting. 

- Lay mental health worker exposed to traumatic stress of other. 

- Secondary traumatic stress. 

- Compassion fatigue. 

- Vicarious traumatization. 

- Burnout 

- Post natural disaster setting. 

- Lay mental health worker observer of improvement in the lives in their 

participants. Sense of self-efficacy towards outcome. 

- Compassion satisfaction, vicarious posttraumatic growth, posttraumatic 

growth, vicarious resilience. 

Community of unresolved PTSD. 

- Resource: In ToT program participants are treated while being trained. 

- Response: Parallel processing of reestablishing a stable, non threatening, 

integrated inner world. 

- Advancement of psychological theory as this interaction suggests it is not 

trauma exposure that increases risk, but rather prior unresolved PTSD. 




Community post crisis. 

- Prioritization of local leadership as interventionist. 

- Sense of investment in project outcomes, ongoing morale and long term 


- Responsibility placed in the hands of local survivors rather than imported 

sustainability of the project. 


experts. 



Maintenance of skills: Monthly stipend provided. 

Continued supervision post-training. 

Certificates documenting their training and work experience during periodic ceremonies. 

Materials such as t-shirts and badges were also provided to increase social support and morale. 

Established guidelines: Development of a supportive environment, grounding in the theoretical perspective, classroom skill practice and role-play, field practice, training in self-care and once developed, distribution of a manual 
(James et al, 2012). 

Findings: 

- ProQOL-V: above average to high levels of compassion satisfaction, mean levels of burnout were in the low range, secondary traumatic stress fell in moderate levels. 

- PTGI: Compassion satisfaction was positively correlated with posttraumatic growth. Burnout was negatively correlated with posttraumatic growth 

- HTQ: scores dropped by a marginally significant amount, repeated ANOVA with Green-Geisser correction revealed a significant decrease in HTQ score over six time points F(2.17, 15.17)= 4.66, p=.024. 

Qualitative data indicates posttraumatic growth. 

- Lay mental health worker program resulted in decreased posttraumatic stress disorder symptoms, consistently high compassion satisfaction, low burnout, moderate secondary trauma, and high levels of posttraumatic growth 
measured over 18 months for members of residents of camps for displaced people in Port-au-Prince. 

Desirability: Desirable 
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Table 19. Jordans et al. (2010) Data Population Table 


Evaluation of a classroom-based psychosocial intervention in conflict-affected Nepal: a cluster randomized controlled trial 

1 Psychological presentation(challenge, person): On-going conflict region including traumatic stress 

1 Year: 2010 i 

Description of aim: Evaluate school-based psychosocial intervention by looking at psychiatric symptoms, psychological difficulties, resilience indicators and functional impairments in conflict affected area. 

Treatment 

Length of training: 15 day skills oriented course 

Who was trained(requirements) : a genderbalanced group of interventionists from targeted communities elected based on their previous experience and affinity to work with children 

Skills, techniques, interventions: Classroom-based intervention (CBI) combines the techniques of psycho-education, socio-drama activities, movement/dance activities, group cohesion activities, stress inoculation 

techniques, trauma-processing through (voluntary) narrative exposure drawings, stabilization and awareness skills, trauma narrative around thoughts and reactions, appraisal narrative, resource identification, coping, social 

networks, future orientation, parent support and community sensitization. 

Context 

Mechanism 

Outcome 

Children exposed to armed conflict, in rural Napal.. 

- Population 97% Hindu and people living in their local village. 

- Area of continued political instability during intervention. 

- Intervention carried out in school setting. 

- CBI provision. 

- Did not show a reduction in psychiatric systems 

- Area of continued political instability during intervention 

Children exposed to armed conflict. 

- Resource: Secondary preventative effect. 

- Response: Development of resilience 

- May have on-going resilience not captured in this study. 

- Area of continued political instability during intervention. 

Children exposed to armed conflict. 

- Children respond to traumatic events differently with a broad spectrum 

of psychological sequelae. 

- Outcome varied with different individuals and groups. 

- Improved outcome in children for social-behavioral and well-being in sub- 
groups of children. 

Children exposed to armed conflict in rural Nepalese area. 

- Population 97% Hindu and people living in their local village. 

- Area of continued political instability during intervention. 

- Intervention carried out in school setting. 


- CBI group had moderate effect size change on functional impairment, pro- 
social behavior, generic psychological difficulties, and depression. Small 

effect on anxiety. 

Children exposed to armed conflict in rural Nepalese area. 

- Area of continued political instability during intervention. 

- Intervention carried out in school setting. 

- Girls benefit more from interpersonal therapy demonstrating gender dif- 
ferences. 

- Girls in CBI group reported more pro-social behavior however did not 

benefit as much in other areas. 

Children exposed to armed conflict in rural Nepalese area. 

- Area of continued political instability during intervention. 

- Intervention carried out in school setting. 

- Active nature of CBI allows boys to externalize distress. 

- Boys in CBI group had more improvement in psychological difficulties 

(hyperactivity, peer, emotional and conduct problems) and aggression. 

Maintenance of skills: Regular supervision provided from experienced counselor. 

Findings: 

Crude change scores and reliable improvement showed significant difference between groups on measures including functional impairment, hope, anxiety and related disorders, physical aggression, pro-social behavior, posttraumatic 

stress symptoms, depression, and strengths and difficulties. 

- Treatment was more beneficial for girls on pro-social behavior. Treatment was more beneficial for boys on psychological difficulties and aggression. 

- Significant treatment effect for older children in increasing hope. 

- No evidence for treatment effects for entire group. 

Desirability: Mixed 
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Table 20. Kaufman et al. (2013) Data Population Table 


Fcommunity-based mental health counseling for children orphaned by AIDS in China 

1 Psychological presentation(challenge, person): Children orphaned by AIDS in rural China, incorporating caregivers. 

1 Year: 2013 1 

Description of aim: Developing, implementing and evaluating community-based rehabilitation counseling program by looking at self-awareness, communication, depression and anxiety scores. 

Treatment 

Length of training: Un-specified length of training 

Who was trained(requirements) : Community-based workers without formal psychological training. 

Criteria for selection included positive attitude towards persons with Acquired Immune Deficiency Syndrome (AIDS) and children, accepting and non-judgmental, interactive and engaging, empathetic, open, warm 

interactions with children, children can trust and feel safe with them, can adapt to non-authoritative or non-directive approach in group work, ability to adhere to the training principles and methods. 

Skills, techniques, interventions: Community based group counseling sessions. 

Focusing on self-awareness and communication. 

Knowing self, feelings and emotions, loss and bereavement, problem solving and making friends, communication and listening, physical and psychological safety for themselves and others. 

Role play, interactive games and activities including singing and drawing and using matchsticks, and activities where counselors observed the childrens’ responses and ideas. 

Intervention originally from Bolton et al. (2003) called interpersonal psychotherapy (IPT). 

Context 

Mechanism 

Outcome 

- Rural China, Fuyang, Anhui Province in central China. Children have no 

access to mental health services. Mental health services concentrated in 

the cities. 

- Tainted blood donation scheme infected many farmers and left many chil- 
dren orphaned from AIDS. Estimated 200,000 AIDS orphans in China. 

AIDS orphans have higher rates of depression, anxiety, anger and depres- 
sive disorders when compared to other children. 

Other studies in China have shown that psychosocial support can assist 

with depression and anxiety in AIDS orphaned children however have not 

examined lay workers. 

- 39 children with depression and anxiety were invited to join this interven- 
tion. 

- Resource: Community-based group counseling sessions by community 

workers focusing on self-awareness and communication. 

- Several school principals also took training to learn how to support chil- 
dren in their schools. 

- Improvement in anxiety in children. 

- No statistical change depression, however, trend of reduction seen. At- 
tributed to the possibility of low sample size affecting statistical signifi- 
cance. 

- Greatest gains immediately following intervention. 

- A group-based approach to the intervention was given. 

- Resource: Invitation for focussing on self-awareness and communication. 

- Response: 

(i) Group connections and feeling of family kinships are culturally valued 

in China. 

(ii) Children coping well can share strategies with other children. 

- Anecdotal positive feedback from counselors, parents, non-governmental 

organization staff and teachers on childrens’ willingness to communicate 

about their feelings and bonding with other children which developed. 

Maintenance of skills: Supervision with bi-weekly phone calls to psychiatric nurses in Beijing who developed the program. 

Findings: 75% of children with anxiety at baseline, reduced to to 50 and 39.50% after two rounds of counseling. Statistically significant difference between baseline and round one (t=2.96, p=0.005) and baseline and round two 

(t=4.47, p<0.001) 

50% of the children were depressed at baseline, and this was reduced to 43.33 and 40.0% after two rounds of counseling. Though there was no statistically significant difference. 

Desirability: Mixed 




Table 21. The Kintampo Project (2012/2013) Data Population Table 


The year we graduated: The Kintampo project report 


Psychological presentation(challenge, person): Mental Illness 

Year: 2012/13 

Description of aim: Informative pamphlet on training and developing a new community mental health workforce. 
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Length of training: Community Mental Health position provided one-year course. 
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Clinical Psychiatric Officer position provided two-year course course. 
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Who was trained(requirements) : not specified 
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Skills, techniques, interventions: not specified 

Context 

Mechanism 

Outcome 


Training of community mental health workforce in Ghana. So far work- 
force increased by 17%. 200 new community health professionals. Aim to 
train hundreds more. 


- Partnership of educators and health professionals from Ghana and UK 
since 2007. Ministry of Health in Ghana and National Health Service in 
UK. Grants from NGOs. 

- During the course of the project increase in number of people treated for 
mental health issues from 67,792 in 2011 to 154,322 in 2013. 

- Prior to project reported poor mental health services, large numbers of 
people not receiving services. Reported eighteen psychiatrists for whole 
country. Lack of resources in comparison to other health workers partic- 
ularly in rural areas. 

- Focus on support after graduation and creating professional networks, 
ongoing development, space to share skills, motivation and experience. 

- Mental Health Act passed in Ghana in 2012 moving from institutionalized 
care approach to community based with focus on combating stigma. 

Maintenance of skills: Ongoing development programs for graduating workers. 

Linked in with other organizations doing similar work. 

Provision of text books. 

Regional mental health study centers. 

Annual and regional meetings. 

College of health (training center) provides online access. 

Findings: None 

Desirability: None 
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Table 22. Loughry et al. (2006) Data Population Table 


The impact of structured activities among Palestinian children in a time of conflict. 

1 Psychological presentation(challenge, person): Children exposed to political and ongoing conflict in a hostile environment 

1 Year: 2006 i 

Description of aim: Investigate impact on childrens’ social and emotional well-being, relationships with parents and degree of future orientation supporting the development of resilience through recreational, cultural and other 

non-formal activities. 

Treatment 

Length of training: not specified 

Who was trained(requirements) : Local young adult volunteers. 

Skills, techniques, interventions: How to conduct structured activities for children. Emphasis given to cultural and recreational activities such as dancing, artwork, sports, drama and puppetry. 

In some cases this included provision of computers and internet access, organized outings, playgrounds, and/or first aid training and a parenting skills course. 

Context 

Mechanism 

Outcome 

Children in Gaza strip and West Bank. Exposure to political conflict. 

- Emotional burden on Palestinian parents and children. 

- Increased risk of children developing anxiety, depression, other emotional 

and behavioral problems as well as symptoms of PTSD. 

Ongoing conflict can reduce parental capacity to provide ongoing emo- 
tional support to children. 

- Six years prior to study their was further breakdown in relations between 

Palestinians and Israel leading to escalation of conflict and exposure of 

political violence to children. 

18% of those killed were children. 

- 93% reported not feeling safe. 

- 48% children reported experiencing violence owing to ongoing Israeli- 

Palestinian conflict. 

- Reported sense among children was that parents could no longer meet 

their needs for care and comfort. 



- Three years prior to sudy a Non-Governmental Organization developed 

interventions for children to support resilience by enabling delivery of 

structured activities 

- Program delivered structured activities. 

- Provide schedule and routine in a way to re-establish normalcy, to reduce 

risk of exposure to risky environments, provide children opportunity to 

express and work through problems as well as provide a space for devel- 
opment of attachment and trust. 

- No data on intensity of frequency of attendance or quality collected. 

- No major improvement to well-being, behavior, parent support or hopeful- 
ness reflected in scales. Though intervention group may have contributed 

to a decrease in children’s internalizing problems scores. 

- Programs were delivered in an area frequently subjected to military in- 
cursions, curfews and restricted movement. 

- Mechanism of routine and normalcy proposed through structured activi- 
ties broken by political instability and infrequency of groups. 

- No major improvement observed. 

Gender differences. 

Boys and girls react differently to conflict and interventions. 

- Differences in gender scores in both groups. 

Control groups also received other humanitarian responses. 

- May not be valid controls as also receiving support in other ways. 

- No major changes seen. 

- Area of conflict. 

- Unstable area, intervention investigation also unorganized as another in- 
tervention was also taking place in some areas where the study took place. 

- Confounding results. 

Maintenance of skills: None listed. 

Findings: 

- No major improvement to well-being, behavior, parent support or hopefulness reflected in scales. 

- Intervention may have contributed to a decrease in childrens’ internalizing problems scores and increased parental support in one area. 

- Results a bit messy and evidence suggests something other than intervention may have contributed to outcome. 

Desirability: Not desirable. 




Table 23. Mendenhall et al. (2014) Data Population Table 


Acceptability and feasibility of using non-specialist health workers to deliver mental health care: Stakeholder perceptions from the PRIME district sites in Ethiopia, India, Nepal, South Africa and Uganda 

1 Psychological presentation(challenge, person): General mental health 

1 Year: 2014 i 

Description of aim: Qualitatively examine task-shifting perceptions of primary care service providers, community members and service users. 
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Length of training: Varied, however, usually less than 1 month.) 

Who was trained(requirements) : Community Health Worker (CHW) which is not defined. 

Skills, techniques, interventions: Not specified. 
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H Context 

Mechanism 

Outcome 

- Mental health treatment gap globally around 70%. Increases to 90% in 

low- and middle-income countries (LMICs) for example in Ethiopia. 

- Scarcity of mental health professionals. Estimated shortage of 1.18 million 

mental health specialists in LMICs. 

Growing body of evidence on effectiveness of task sharing. However, stake- 
holder perceptions have not been explored in detail. 



- Nepal - fragile state 

Chitwan district 73% rural. Population 575,058. 259 people per km2. 

Literacy 70%. Less than nine ethnic groups and eight languages. SEven 

religions practiced. Dengue outbreaks and post-conflict health are leading 

concerns in health. 



- India - middle income, socioeconomic inequality. 

- Sehore district, Madhya Pradesh state. 81% rural, population 1.3 million. 

199 people per km2. Literacy 71%. One ethnic group and one language 

spoken. Religion predominantly Hindu and Muslim with smaller numbers 

of Christian and Sikh. Infant and maternal mortality, family planning 

and communicable disease are leading health concerns. 



- South Africa - middle income, socioeconomic inequality. 

- Dr Kenneth Kaunda district, north-west province. 14% rural, population 

632,790. 55 people per km2. literacy 88%. less than four ethnic groups 

and languages. Predominantly Christian, high burden of infectious chronic 

disease (HIV and TB) and rising burden of NCDs leading health concerns. 



- Uganda - extremely under-resourced setting. 

- Kamuli district. 97% rural, population 740,700. 222 people per km2. 

Literacy 63% and fewer than four ethnic groups and three languages spo- 
ken. Most people Christian or muslim. Increasing burden of NCDs leading 

health concern. 



- Ethiopia - extremely under-resourced setting. 

- Sodo district, Guraje zone. 90% rural, population 161,952m 187 people 

per km2. Literacy 22%. Less than four ethnic groups and languages. Re- 
ligion is predominantly Christian. Undernutrition and reproductive health 

leading concerns. 



- Benefits: Increased access to services 

- Ethiopia, India, Nepal, South Africa, Uganda 

- Stakeholders recognise the urgent need and gap that can be filled by lay 

workers 

- stakeholders acceptance of lay community mental health workers 




- Benefits: Local leaders including traditional healers incorporated into pro- 
gramme and used as lay workers 

- Ethiopia, India, Nepal, South Africa, Uganda 

- recognition of local social support structures in place which can be further 

trained by these programmes 

- Community preference of local knowledge used 

- Mental illness often seen as spiritual phenomenon and so incorporating 

faith may lead to more buy in 

- stakeholders accept lay community mental health workers 

- Benefits: Use of lay workers saves time of professionals 

- Ethiopia, India, Nepal, Uganda 

- stakeholders (professional groups) accept lay community mental health 

workers 


- Benefits: Use of lay workers saves money 

- Ethiopia, India, Nepal, Uganda 

- policy makers acceptance of lay workers 

- decisions to implement lay workers programmes 

- Improve medication adherence 

- South Africa, Uganda 

- engagement with local and professional services 

- acceptance of treatment plans. 

- Prevent progression of disease 

- India, Nepal 


- stakeholders accept and engage with community mental health worker 

Challenge: Lack of recognition of new roles 

- Nepal, South Africa, Uganda 

- Lack of appreciation and professional recognition 

- reduced acceptance of lay worker role in mental health 

- Benefit: Stigma - use of lay workers decreased stigma 

- Nepal, South Africa 

- known to community - leaders in community 

- acceptance of lay workers and further reduced stigma 

Challenge: Stigma 

- Ethiopia, Uganda 

- alternative programmes available 

- CHWs reluctant to take on mental health care- risk of disappointing the 

community, extra burden and stigma 

- Community members reluctance to share queues in primary health centres 

with those with mental illness 

- possible lack of engagement of lay workers with programme - preference 

for other programmes. 

- possible discomfort using same services 

Challenge: Stigma 

- India 

- barrier to seeking treatment 


Challenge: High workload and supervision 

- All 

- Doctors feeling task-sharing and the resultant supervision is another bur- 
den for them 

- Lack of acceptance and buy-in 

- Need to address supervision structure - who supervises who and how many 

people is ok 

- psychiatrists often do not know of community level issues 

- psychiatrists often rotate so can be constant staff changes. 

Challenge: High workload for CHWs 

- India, Nepal, South Africa, Uganda 

CHWs can be overwhelmed with workload and trying to address all health 

needs of community 

- Does not have time for mental health individuals also 

Challenge: Confidentiality 

- Nepal, South Africa 

- use of local people could make people reluctant to share and use service 

as fears of confidentiality 

- Lack of acceptance by service users. 

Challenge: Lack of trust in govt 

- India, South Africa, Uganda, Ethiopia 

- reluctance to uptake services 

- lack of acceptance 

Challenge: Lack of clarity of roles of new health workers and agreement 

on responsibilities 

- Ethiopia, India, Nepal, South Africa, Uganda 

- Professional roles not defined leads to lack of recognition, ambiguity of 

job and roles 

- Response:Lack of respect for CHWs 

- lack of acceptance 

- relationship difficulties between CHWs and professionals 

- Fears that CHW may be unsafe working in community (their own safety 

and those of others) 

- Benefit: Bringing services to community - reducing needs to travel 

- Ethiopia, India, Nepal, South Africa, Uganda 

- accessibility reduced significant barrier to use 

- requires less cost and time 

- Acceptance and use of service 

- Training 

- Nepal 

- Longer training times eg. one month with a certificate level programme 

would provide CHWs with pride 

- More likely to uptake training 

- More job satisfaction 

- More professional recognition 




Compensation 

- Resource: provision of financial incentives 

- Lay workers engage 

- All 

- Response: motivation 

- Professional identity and response 


Maintenance of skills: Strong local partnerships between research institutions, Ministries of Health and non governmental organizations (NGOs). 

Program Theory: 

1. Increased numbers of human resources and improved access to medications lead to better outcomes. 

2. Adequate training, support and compensation is required for CHWs to take on these tasks on top of already high workloads. 

3. Ongoing structured and supportive supervision required at all levels of system (not just psychiatrist to community workers as they do not have knowledge of community level contextual factors - this varied across contexts 
however article does not mention which thought what). 

4. Definition of tasks, roles and responsibilities can lead to increased professional identity and acceptance within the health system . 

Findings: 

- Increased access. 

Ongoing Supervision. 

- Adequate training and compensation. 

Found that task-sharing mental health services is perceived to be acceptable and feasible in listed LMICs as long as key conditions are met which is listed in maintenance box. 

Desirability: Desirable 






Table 24. Neuner et al. (2008) Data Population Table 


Treatment of posttraumatic stress disorder by trained lay counselors 

in African refugee settlement: a randomized controlled trial 


1 Psychological presentation(challenge, person): Posttraumatic Stress Disorder- survivors of violence, armed conflict and forced migration 

Year: 2008 

Description of aim: Examine whether trained lay counselors can carry out eflffective treatment of posttraumatic stress disorder (PTSD) in a refugee settlement. 
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Length of training: 6 weeks (Onyut et al., 2004) 
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Who was trained(requirements) : Trained lay counselors- 

Refugees in the refugee camp without prior training in medical, psychological or social professions. 

Educational level varied from primary school (n=l) and secondary school (n=7) to university education (n=l). 

Three lay counselors had lifetime PTSD and two had current PTSD. These five received individual NET treatment by trainers as part of their education. 

Twenty four selected through interview process. 

Qualities desired: Good language skills(both native language and English) and basic therapeutic disposition including elements such as empathy (Onyut et al., 2004). 



Skills, techniques, interventions: Introduction to mental ill-health and its categories as adjacent to physical ill-health. 

Emphasis on Post Traumatic Stress Disorder, symptom manifestation and events that lead to PTSD drawing heavily on the experiences of the refugees themselves such as war and conflict situations, symptoms clusters 

and instruments of the study (Onyut et al., 2004). 

General counseling skills (active listening, empathy, verbalization, emotional processing, etc) as well as specific abilities and methods that were needed for both treatment approaches. 

Context 

Mechanism 

Outcome 

- Refugee camp in Uganda: Nakivale (pop 14,400) 

- Deficient hygienic health care conditions 

- Post conflict, recent armed conflict including civilian massacre and bomb- 
ing 

- Low-income country 

- PTSD measured by Posttraumatic Stress Diagnostic Scale- diagnosis 

based on respective section of Composite International Diagnostic Inter- 
view (CDI) 

- Lack of professional counselors 

- Refugees living in camp of Rwandan and Somali refugees selected for train- 
ing within their community, research assistants also from local community. 

- Narrative Exposure Therapy (NET): standardized, short-term approach 

that is based on the principles of cognitive-behavioral exposure therapy 

by adapting the classical form of exposure therapy to meet the needs of 

traumatized survivors of war and torture. 

- Narration of whole life from birth to present while focusing on detailed 

exploration of the traumatic experiences. 

- Six sessions, two sessions per week, from one-two hours in length 

- 3.6% drop out rate 

- 69.8% of participants no longer fulfill criteria for PTSD 

- Difference against control significant (p=.017) 

- Decrease in physical symptoms (.1 change) 

- NET intervention for PTSD in refugees 

- Perceived value of written NET testimony which participants receive at 

the end of treatment 

- Lower dropout rates that other interventions 

- NET intervention for PTSD in refugees 

- Encouragement to address the traumatic event in treatment (safe, sup- 
portive, accepting environment) 

- Statistical and clinical improvement 

- Refugee camp in Uganda: Nakivale (pop 14,400) 

- Deficient hygienic health care conditions 

- Post conflict, recent armed conflict including civilian massacre and bomb- 
ing 

- PTSD measured by Posttraumatic Stress Diagnostic Scale- diagnosis 

based on respective section of Composite International Diagnostic Inter- 
view (CDI) 

- Lack of professional counselors 

- Trauma counselling: non-strict adherence to NET manual trained in a 

variety of counseling tools including exposure procedures 

- Less directive, more oriented toward the psychological and social needs 

expressed by the individual client: Discussion of current life problems 

and conflicts. Main focus to relate current problems to past traumatic 

experiences. Skills included: problem solving, exploration of coping skills, 

and grief interventions. 

19.8% drop-out rate 

- 65.2% no longer fulfill the requirements for PTSD 

- Difference against control significant (p=.036) 

- Decrease in physical symptoms (.2 change) 

- Trauma counseling included but not limited to NET 

- Less directive, more oriented toward the psychological and social needs 

expressed by the individual client: discussion of current life problems 

and conflicts. Main focus to relate current problems to past traumatic 

experiences. Skills included: problem solving, exploration of coping skills, 

and grief interventions. 

- Treatment credibility could be doubted 

- Therapist motivation may be questioned 

- Slightly higher dropout rates than NET intervention 




- Refugee camp in Uganda: Nakivale (pop 14,400) 

- Deficient hygienic health care conditions 

- Post conflict, recent armed conflict including civilian massacre and bomb- 
ing 

- Lack of professional counselors 

- wait list/time 

- 38.6% no longer fulfill criteria for PTSD 

- No decrease in physical symptoms 

- High illiteracy rates 

- All instruments administered in form of standardized interview by trained 

local team. 

- Six sessions, two sessions per week, from one-two hours in length 

- Psychoeducation about the nature and prevalence of PTSD symptoms as 

well as what the treatment would entail 

- Coping strategies explored upon completion 


- Limited food provision in camp 



- Economical status ascertained though counting household assets (pots, 

blankets, etc.) 



- Educational achievement 



- Posttraumtic stress experience is punctuated and lack of clarity during 

recall of traumatic event or time surrounding the event. 

- Special focus of NET is on the transformation of the generally fragmented 

report of traumatic experiences into a coherent narrative. 


- Posttraumatic stress experience of depersonalization or rejection of a sense 

of self due to distorted sense of blame or increase negative thoughts about 

the self. 

- Counselor asks for current emotional, physiological, cognitive and behav- 
ioral reactions and probes for respective observations. 

- Facilitating stabilization, grounding while simultaneously validating the 

client’s experience relationally. 

- Posttraumatic stress experience of being stuck in serious emotions related 

to the trauma and avoiding thoughts or events associated with the trauma. 

- Discussion of traumatic event is not terminated until habituation of the 

emotional reactions presented and reported by the patient takes place. 

- In last session the participant receives a written report of this biography. 


Maintenance of skills: Manualized approach 

Linking in with community leaders 

Close supervision on a weekly basis to maintain strict adherence to manual of NET 

Case discussion in supervision meetings. 

Findings: Both active treatment groups were statistically and clinically superior to the no-treatment monitoring group on PTSD symptoms and physical health but did not differ from each other. 

At follow-up, a PTSD diagnosis could not be established anymore in 70% of NET and 65% trauma counseling participants, whereas only 37% in no-treatment monitoring group did not meet PTSD criteria anymore. 

Desirability: Desirable 


-''I 

00 




Table 25. Paudel et al. (2014) Data Population Table 


Impact of mental health training on village health workers regarding clinical depression in rural India 

1 Psychological presentation(challenge, person): Clinical Depression 

1 Year: 2014 1 

Description of aim: To evaluate knowledge, attitude and behavior of CHWs regarding depression. 

Treatment 

Length of training: not specified 

Who was trained(requirements) : Existing Village Health Workers (VHW) were trained- More than 20 years experience 

Skills, techniques, interventions: Experience in the field as community health workers 

Identification of risk factors for depression (financial crisis, mistreatment and neglect by spouse or other family members, burden of chronic disease, disappointment due to family decisions regarding the person, physical 

abuse, alcohol abuse by family members) 

Identification of case (ability to differentiate between non-clinical, clinical depression, and clinical anxiety) 

Identification of symptoms (loss of interest or pleasure, loss of appetite, lack of energy, somatic symptoms, low mood, sleep problems, thoughts of self harm, lack of self care, strange behavior, worthlessness, lack of 

concentration, recurrent thoughts of a problem) 

Provision of management options (counseling, social support, financial support, referral to hospital, medication, awareness campaigns, sharing self events, role of yoga, distraction techniques) 

Operational skills (coordination with other existing health team and community people, financial resources, physical resources, community participation, human resources, research) 

Attitude and practice/behavior (ability to empathize, validate, normalize demonstrated in quotes provided, reported cooperative skills and empathy) 

Context 

Mechanism 

Outcome 

- India 

1 psychiatrist per 100,000 people, mental health care is a limited resource. 

- Mental health professionals clustered in urban areas, rural individuals 

seek treatment from traditional and faith healers 

10% of rural population has access to mental healthcare 

- Comprehensive rural health project training (CRHP) to lay community 

health workers. 

- Increased access to mental health care through increasing number of men- 
tal health care workers (two multi-disciplinary professionals per 24 non- 
professionals) . 

- Appropriate knowledge in village health workers to identify and assist 

patients with depression 

- Existing village health workers came from a successful, long standing 

model of comprehensive primary health care. 

- Mental health workers share ideas in discussion and support one another 

through storytelling and relating personal experience to the case study 

presented. 

- Comprehensive rural health project training (CRHP) includes regular 

meetings with trainers (professionals) in main center in which the lay 

community health workers travel to (not patients themselves). This at- 
tendance had been habituated. 

- Lay community health workers contain accumulated experiential knowl- 
edge which contributes to identification of patient presentation as well as 

possible management options. 

- Stigma towards mental health issues in local culture. 

- Combination of exposure with training towards mental health issues. 

- Lay village health workers were very open about their own mental illness 

experiences. 

- Workers expressed supportive attitudes towards mental health patients. 

- Workers found to be cooperative and empathetic while dealing with pa- 
tients with depression, (exemplary quotes provided in article) 

- Twenty four village health workers, half with no formal education, all less 

than 10 years education 

- Lack of (or understanding of) taught differentiation between presenta- 
tions. 

- Illiterate group conflated the terms depression and anxiety however were 

able to identify appropriate management options for the case study pre- 
sentation of depression. 

- Limited education limits workers ability to categorize but not necessarily 

assist patient. 

- Village Health Workers working with mental health intervention reported 

enhanced self-esteem, empowerment, sense of being loved, in addition to 

empowering their communities. 

Community based care 

- Interventions in local language, Marathi 

- May assist in facilitating empathy/understanding/access 




Maintenance of skills: Comprehensive rural health project training (CRHP) includes regular meetings with trainers (professionals) in main center in which the lay community health workers travel to (not patients themselves). 
This attendance had been habituated. 

Illiteracy affected group’s ability to internalize information in the training proved limited, therefore study proposes continuous guidance and refresher programs for members of said group. 

Findings: Four of five training groups were able to diagnose the presented case correctly as depression and able to identify many symptoms as well as suggest management options for depression while demonstrating empathic 
attitudes towards depressed patients. 

Desirability: Desirable 
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Table 26. Peterson et al. (2012) Data Population Table 


The feasibility of adapted group-based interpersonal therapy (IPT) for the treatment of depression by community health workers within the context of task shifting in South Africa 

1 Psychological presentation(challenge, person) :Depression 

1 Year: 2012 i 

Description of aim: To assess feasibility of adapted manualized group IPT through pilot study. 

Treatment 

Length of training: 8 days (two 4-day workshops) 

Who was trained(requirements) : Community Health Workers 

Skills, techniques, interventions: Informed of most depressive symptoms (grief, role/interpersonal disputes (particularly involving abuse), role/ life transitions (specifically finding out and living with an HIV+ status) 

and financial stress 

Context 

Mechanism 

Outcome 

- South Africa 

- Large treatment gap for depression. Lack of specialist resources. 

- Since 1994 South Africa moved towards primary care for mental health 

services from a n institutional based care model. Political movements in- 
cluding the mental health care act 2002 and post-apartheid policy guide- 
lines in 1997. Political backing for community led services for mental 

health. 

- Some developments of access to psychopharmacological care for people 

with acute and chronic psychiatric conditions however large service gaps 

still evident. 

- For CBR programmes for persons with chronic mental illness, common 

mental health difficulties such as anxiety and depression services are lack- 
ing. Along with lack of health promotion and prevention programs. 

- Major depression was found to be the most prevalent individual mental 

health disorder in south Africa at 4.9%. 16.5 of Southern African popu- 
lation had suffered mood, anxiety or substance abuse disorders in last 12 

months. Only 1 in 4 received any treatment. Women at greater risk of 

mood and anxiety difficulties. Men greater risk of substance misuse. 

- High prevalence rates of HIV/AIDS in the world which is linked to de- 
pression. Depression is also linked to people taking more risks in sexual 

behavior, reduced adherence to anti-retrovirals and accelerated disease 

course of AIDS. 

- Awareness of CHWs shown to be effective at CBT and IPT in LMIC before 

in studies (Bolton et al., 2003, Rahman et al., 2008). 

- Study site: Hlabisa sub-district of northern KwaZulu-Natal a province 

eastern seaboard of South Africa, population 220,000 people. Rural area. 

Sessions held in a local clinic. 

- Primary care service users with moderate to severe depression 

- Women over 18 years. 

- Resource: Interpersonal Therapy (IPT) 

- Response: Improved social support 

- Improved individual coping skills 

- Improved personal agency 

- Reduction in depression at end of group and follow-up 

- Reported improved inter-personal skills 

- Enhanced social supports reported 

- Strengthened social networks 

Group care 12 weeks of group sessions 

- Resource: Therapy that focuses on depression triggers of interpersonal 

and contextual factors (including HIV diagnosis, loss and bereavement, 

family conflict, abuse and stress, income/financial). 

- Response: Socially isolated depressed patients can gain new skills and 

build new social relationships. 

- Reduced depression symptoms 







Table 27. Rahman (2007) Data Population Table 


Challenges and opportunities in developing a psychological intervention for perinatal depression in rural Pakistan: A multi-method study 

1 Psychological presentation(challenge, person): perinatal depression 

1 Year: 2007 1 

Description of aim: To describe lessons learned from a multi-method formative study to develop and deliver psychological intervention to depressed mothers and infants. 

Treatment 

Length of training: 3-day workshop 

Wffio was trained(requirements) : Lady Health Workers (LHW) 

Varying age and experience 

Generally had completed high school and carried six months of training in preventative maternal and child health 

Skills, techniques, interventions: Interventions applied to three areas: The mother’s personal health, the mother-infant relationship and the psycho-social support of significant others. 

Active listening skills 

3-step approach: 

i. Identification of unhelpful or unhealthy thinking styles and behaviors of the mothers and educating mothers about unhealthy thinking styles and how to identify such. 

ii. Learning to replace unhelpful or unhealthy thinking with helpful or healthy thinking through questioning the accuracy of such thoughts and suggesting alternatives. Family members were included to the traditional 

CBT approach in suggesting alternative thoughts that were more adaptive and healthy. 

iii. Learning to replace unhelpful or unhealthy thinking with helpful or healthy thinking through questioning the accuracy of such thoughts and suggesting alternatives. Family members were included to the traditional 

CBT approach in suggesting alternative thoughts that were more adaptive and healthy. 

Cognitive Behavioral Therapy techniques: active listening, collaboration with the family, guided discovery, homework, behavioral experiments 

These techniques applied to health workers routine practice of maternal and child health education. (Rahman et al., 2008) 

Context 

Mechanism 

Outcome 

- Rawalpindi, Pakistan 

- Population 3.5 million 

- 57% rural 

- Average household: 6.2 members 

- Primarily subsistence farming 

79.6% male 48.6% female literacy rates. 

- Infant mortality 8.4% 

- 1 Basic Health Unit (BHU) per 20,000 people: 1 doctor, 1 midwife, 

1 vaccinator and 15-20 female primary health workers (Lady Health 

Worker /LHW) 

- 1 LHW per 1000 women 

- Participant previously diagnosed with perinatal depression 

- In relation to self mothers demonstrated fatalism about circumstances. 

- Somatization of symptoms and health needs were considered second to 

those of the family. 

- In relation to infant ambivalence and concern for infant relational am- 
bivalence (especially if infant was female), self or fate blamed if infant 

was unwell (low self efficacy), and preoccupation with infant’s future. 

- In relation to others mothers reported isolation. 

- Researchers engaged in in-depth interviews with local depressed women 

to locate themes and requirements of psychological interventions. 

- Approach chosen for adaptation was ’here and now’ problem solving Cog- 
nitive Behavioral Therapy (CBT). 

- This developed into a fully manualized Thinking Healthy Programme 

(THP). 

- Principles of CBT were simplified for use by local health workers and a 

3-step approach was adopted. 

- Interventions applied to three areas: the mothers’ personal health, the 

mother-infant relationship and the psycho-social support of significant 

others. 

- See Rahman et al. (2008) 

- Decreased prevalence of depressive episodes in mothers postpartum and 

12 months following. 

- Lower disability scores than control. 

- Child undernutrition not diminished due to intervention. 

- Infants were less likely to have diarrhea and more likely to have completed 

their scheduled immunization. 

- Higher contraceptive use by mothers in control group, though not signif- 
icantly so. 

- Both parents reported spending more time everyday in play related activ- 
ities with the child than did parents in the control group. 




Health workers could avoid direct confrontation with women and their 


- Illiteracy - Culturally appropriate illustrations used to identify problems in thinking 

- Social stigma against mental health challenges and behavior that might apply to their own situations. families where it was not appropriate. 

- These illustrations were part of the health calendar left in the client’s - Facilitated working with the non-literate, 
home and served as visual cues in between sessions. 

Maintenance of skills:Exploration of how to fit intervention in with primary and traditional health care system without tension, conflict or issues of territoriality 
1-day refresher of workshop material three months after training 

LHWs were supervised monthly in groups of 10 by a mental health professional and a public health expert. 

During supervision, LHWs discussed problems and shared experiences. Solutions were not prescribed by the supervisors but were generated through ’brainstorming’ sessions. Local language, customs and practices were incorporated 
in these solutions. Supervisors took notes of these sessions, also checking for fidelity. 

Monthly half day supervision from research team member. (Rahman et al., 2008) 

Findings: See Rahman et al. (2008) 

Desirability: Desirable 
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Table 28. Rahman et al. (2008) Data Population Table 


Cognitive behavior therapy-based intervention by CHW for mothers with depression and their infants in rural Pakistan: a cluster-randomized controlled trial 

1 Psycological presentation(challenge, person): perinatal depression 

1 Year: 2008 1 

Description of aim: To compare community health workers trained in mental health intervention to traditionally trained community health workers. 

Treatment 

Length of training: 3-day workshop 

\Vho was trained(requirements) : Lady Health Workers (LHW) 

Varying age and experience 

Generally had completed high school and carried six months of training in preventative maternal and child health 

Skills, techniques, interventions: Interventions applied to three areas: The mother’s personal health, the mother-infant relationship and the psycho-social support of significant others. 

Active listening skills 

3-step approach: 

i. Identification of unhelpful or unhealthy thinking styles and behaviors of the mothers and educating mothers about unhealthy thinking styles and how to identify such. 

ii. Learning to replace unhelpful or unhealthy thinking with helpful or healthy thinking through questioning the accuracy of such thoughts and suggesting alternatives. Family members were included to the traditional 

CBT approach in suggesting alternative thoughts that were more adaptive and healthy. 

iii. Learning to replace unhelpful or unhealthy thinking with helpful or healthy thinking through questioning the accuracy of such thoughts and suggesting alternatives. Family members were included to the traditional 

CBT approach in suggesting alternative thoughts that were more adaptive and healthy. 

Cognitive Behavioral Therapy techniques: active listening, collaboration with the family, guided discovery, homework, behavioral experiments 

These techniques applied to health workers routine practice of maternal and child health education. (Rahman et al., 2008) 

Context 

Mechanism 

Outcome 

- No mental health specialist in rural areas where 67% of Pakistani popu- 
lation resides. 

- Two rural areas with combined population of 600,000. Basic health units 

provide care to 15,000-20,000 individuals. 

- Participants in third trimester of pregnancy experiencing DSM-IV depres- 
sive episode using Hamilton Depression Rating Scale. 

- Mental health intervention for mother added to existing routine of health 

practitioner (enhanced care routine) 

- Mothers in intervention group had lower depression scores and lower dis- 
ability scores as well as increased overall functioning and perception of 

social support. 

- The intervention did not produce any significant change in infant growth 

indexes but had other benefits for both infant and mother. 

- No mental health specialist in rural areas where 67% of Pakistani popu- 
lation resides 

- Two rural areas with combined population of 600,000. Basic health units 

provide care to 15,000-20,000 individuals. 

- Participants in third trimester of pregnancy experiencing DSM-IV depres- 
sive episode using Hamilton Depression Rating Scale. 

One session every week for four weeks of Thinking Healthy Program 

(grounded in cognitive behavioral therapies) in the last month of preg- 
nancy, three sessions in the first postnatal month and nine one monthly 

sessions thereafter. 

- Decreased prevalence of depressive episodes in mothers postpartum and 

12 months following. 

- Lower disability scores than control 

- Child undernutrition not diminished due to intervention 

- Infants were less likely to have diarrhea and more likely to have completed 

their scheduled immunization. 

- Higher contraceptive use by mothers in control group, though not signif- 
icantly so. 

- Both parents of experimental condition reported spending more time ev- 
eryday in play related activities than did parents in the control group. 

- Working with depression in mothers is stressful for health workers. 

- Resource: Strong supervisory mechanisms to fall back on 

- Response: Health worker feels supported and able to manage client pre- 
sentation 

- Possible parallel processing of client feelings supported and able to man- 
age symptoms. 

- Success of over-all community health worker-based program. 

One lady health worker per one hundred households. [96000 individuals 

(80% Pakistan’s rural population) covered by lady health workers] 

- Most families depend on subsistence farming supplemented by armed 

forces/gov work labor. 

- Care provided in the community 

- Around 10% mothers drop out, about 20% infant information unavailable 




Maintenance of skills: Exploration of how to fit intervention in with primary and traditional health care system without tension, conflict or issues of territoriality 
1-day refresher of workshop material three months after training 

LHWs were supervised monthly in groups of 10 by a mental health professional and a public health expert. 

During supervision, LHWs discussed problems and shared experiences. Solutions were not prescribed by the supervisors but were generated through ’brainstorming’ sessions. Local language, customs and practices were incorporated 
in these solutions. Supervisors took notes of these sessions; also checking for fidelity (Rahman, 2007) 

Monthly half day supervision from research team member 

Findings: Decreased prevalence of depressive episodes in mothers postpartum and twelve months following. 

Lower disability scores than control 

Child undernutrition not diminished due to intervention 

Infants were less likely to have diarrhea and more likely to have completed their scheduled immunization. 

Higher contraceptive use by mothers in control group, though not significantly so. 

Both parents reported spending more time everyday in play related activities with the dance than did parents in the control group. 

No significant change in infant weight. 

Desirability: Desirable 
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Table 29. Scholte et al. (2011) Data Population Table 


The effect on mental health of a large scale psychosocial mental health intervention for survivors of mass violence: A quasi-experimental study in Rwanda 

1 Psycological presentation(challenge, person): mental health consequences from violence conflict 

1 Year: 2011 i 

Description of aim: Studies effect of psychosocial intervention aimed at social bonding on mental health in post conflict. 

Treatment 

Length of training: 3 months 

Who was trained(requirements) : Local people - familiar with regions history and current situation. 

Skills, techniques, interventions: Sociotherapy- adapted to context however core principles: two-way communication, shared leadership, consensus in decision making, and social learning through social interaction. 

Phases: safety, trust, care, respect, rules, memories 

Large scale intervention aimed at social bonding and secondary at mental health improvement. The setting of democratic rules and safety are also primary outcomes. 

Context 

Mechanism 

Outcome 

- Rwanda post war era - genocide in 1994 - within 3 month period 800,000 

people killed, 6 million displaced. Religious tensions. Gicumbi district 

(formerly Byumba). 

- Prolonged mental health consequences of the war. High rates of mental 

health disorders and PTSD. 

- Study in Oct 2007 - Sept 2008 

- Resource: Intervention aimed at social bonding (sociotherapy): focus pri- 
marily on stressful environmental conditions such as the division within 

communities, the destruction of social networks and the resulting loss of 

social and material support. Altering these conditions foster peoples’ in- 
herent capacity to recover. 

- Response: Change of social conditions may affect a person’s capacity to 

recover from traumatic experiences 

- Improvement in mental health (SRQ-20). Sustained and increased at 8 

months. 

Community based sociotherapy programme. Open to all >16yrs. Com- 
munity led by trained community leaders 

- Tailored to context: Close collaboration with local staff allowing for local 

control and embracing local social manners and values 

- Culturally appropriate intervention was accepted by community 

- Engagement in social aspects of program 

- Division within communities, stressful environmental conditions, destruc- 
tion social networks, loss of social and material support 

- Therapies directed at population/groups rather than individual levels 

- Focus on aspects of social environment promote healing and adaptation 

- Mutual respect, trust and care is attained during group interactions 

- Possibly contributing to bringing relationships closer 

- May contribute to restoration of social connectedness and mutual support 

- Increased benefits seen at follow-up 

Open to all >16yrs 

- Resource: Openness to all 

- Response: People felt joining may help their situation. Positive towards 

group 

- High subscription rates and compliance 

- Mixed groups: sexes, age and ethnic groups 

- Ethnic tension 

- Joining of ethnic groups in this setting allowed for cohesiveness and social 

bonding in a safe culturally appropriate setting. 

- May have contributed to restoration of social connectedness and mutual 

support 

Maintenance of skills: no pay: sustainable financially however may affect motivation 

Findings: 100 people, 81 at follow-up. 

SRQ-20 - Scores decreased 2.3 points intervention group, 0.8 in control group. Women scoring above cut-off at baseline achieved below cut off scores after intervention. (p=0.001) 

Difference between experimental group and control group larger at follow-up 

Desirability: Desirable 
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Table 30. Shackman and Reynolds (1994) Data Population Table 


Training indigenous workers in mental- health care 

1 Psycological presentation(challenge, person): mental health in armed conflict setting 

1 Year: 1994 j 

Description of aim: Develop issues raised and consider training of indigenous workers in mental-health ere in areas of recent or continuing conflict 
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Length of training: Not specified 
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Who was trained(requirements) : The trainees’ own experiences knowledge, and status within their communities will affect how they are seen and able to function. 

Selection needs to take account of their standing and status within their communities. 

Trustworthiness to be considered 

Primary health-care workers or community health promoters may be possible candidates. 



Skills, techniques, interventions: Existing knowledge and skill level of trainees should guide the design and process of training. 

Not an intervention - discussion piece. Suggested topics/trainings for armed conflict situations; 

i. Theories of loss and bereavement 

ii. Crisis interventions 

iii. Assessment skills 

iv. Understanding of some possible effects of torture and trauma 

v. Counseling skills - supportive attentive, non-judgmental listening 

vi. Clarify roles and limitations 

vii. Problem solving techniques 

viii. Interpreting skills 

ix. Community development 

x. Working with women following rape. 

xi. Group work skills 

Context 

Mechanism 

Outcome 

- Trainers professionals from outside community 

- Lay Workers may feel anxious that the western bio-medical views will be 

imposed on them. 

- Resource - Address lay workers concerns on the training 

- Response - Identify training needs, relay lay workers fears 

- Buy in from lay workers to training 

- Training appropriate to needs of community 

- Professionals Lack of familiarity with local beliefs, cultures, practice 

- Resource - Use of lay workers in training development 

- Response - Combination of methods, culturally appropriate, lay workers 

on board with training, 

- Training appropriate to needs of community 


Expectation of lay workers to be familiar with all cultural expectations, 

values in their community 

- Recognition that lay worker still needs to be aware of cultural bias - for 

example may be part of one religious group and have less awareness of 

others in community - need to have skills to reflect on cultural differences 

lay workers will have on their clients 

- Reflective practice in place. 

- Lay Workers may feel anxious that the western bio-medical views will be 

imposed on them. 

- Resource: Facilitate participatory approach to training 

- Resource: Approach to learning/teaching - Lay Workers identify their 

own problems and learning needs, critically analyze in their contextual 

settings, develop strategies to effect positive 

- Response: Trust built with lay workers; Their experience and knowledge 

feels valued 

- More engagement and participation with training and culturally appro- 
priate experience and knowledge combined in program 

- Selection of lay workers with experience, knowledge, known to community 

- Community trusts lay worker 

- Therapeutic relationship formed between individual and community lay 

worker. 




- Working with people from armed conflict; Complex needs 

- Lay worker distress 

- Lay worker has feelings of inadequacy, stress 

- Resource: Acknowledge this stress, promote reflection, opportunity to talk 

about work 

- Response: Lay workers reflect and respond to these emotions, talk to 

colleagues 

- Emotional impact of work on lay worker 

- Support networks started during training programs 

- Resource: Lay workers recognize need to continue peer support - develop 

plan of how to receive and provide support for each other 

- Response: Create atmosphere of trust and openness within trainings with 

lay workers 

- Supervision structures developed; Support groups 

- Sharing of hopes, stresses, vulnerabilities between peers 

- Reflective practice may be facilitated in a relational way 

- Working with people from armed conflict; Complex needs 

- Individuals may be frustrated and demanding - expecting a fix from ser- 
vices 

- Lay workers expected to complete heavy tasks such as assessment for 

suicide 

- Lay worker feels inadequate 

- Lay worker burnout 

- Lay worker also from this environment - armed conflict 

- Working with people can bring up their own stress from their personal 

experiences 

- They have intimate knowledge of the difficulties experienced by individ- 
uals and can relate easily 

- Individuals they are working with jealous of peers employment; inequality 

- Emotional impact of work on lay worker 

- Therapeutic relationship easily formed between individuals 

- Lack of relationship and trust 

- Reluctance to divulge emotional stresses. Tendency of individuals to talk 

about practical issues 

- Lay Workers engage with practical discussions to build trust and thera- 
peutic relationship 

- Therapeutic relationship formed 

Maintenance of skills: Discusses facilitatory, participatory approach to learning. Use of role plays - learning by doing. Lay Workers as important knowledge generator for trainings sharing their experiences and cultural knowledge. 

Findings: discussion piece, not investigatory 

Desirability: non-investigatory 
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